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for the full scale of agitated psychic disé 


anxiety and tension states 
ambulatory psychoneurotics 
hospitalized psychotics 


and for nausea and vomiting 


the full-range tranquilizer 


(pronounced Trill’-ah-fon) perphenazine 


¢ Mg. for mg. more effective than other phenothiazines 
¢ Greatly increased therapeutic index 

¢ Jaundice attributable to TRILAFON alone not reported 

¢ No skin photosensitivity observed 

¢ No report of agranulocytosis 

* Significant hypotension absent 

¢ No apparent impairment of mental acuity 


Refer to Schering literature for specific information regarding indi- 
cations, dosage, side effects, precautions and contraindications. 


TRILAFON —grey tablets of 2 mg. (black seal), 4 mg. (green 
seal), 8 mg. (blue seal), bottles of 50 and 500; 16 mg. (red 
seal), for hospital use, bottles of 500. 


SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 


TR-J-2897 
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Over 100 investigators in 15 countries have clinically demonstrated 
that ‘““Mysoline”—alone or in combination with other anticonvulsants 
— effectively controls grand mal and psychomotor attacks with a high 
degree of safety. No irreversible toxic effects have been reported. 
This is now supported by three years of successful clinical use in the 


United States. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


Giyort AYERST LABORATORIES + NEW YORK, N.Y. ¢ MONTREAL, CANADA 


“Mysoline’” is available in the United States by 
arrangement with Imperial Chemical Industries Ltd. 
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ALL DAY 


Smith, 


Kline & French Labo 


Convenient Dosage Form 


‘Spansule’ capsules provide sus- 
tained release of medication 
over a prolonged period of time. 
In each capsule, hundreds of 
tiny, coated pellets with vary- 
ing disintegration times assure 
a release of medication which is 
uniform, continuous and pro- 
longed—regardless of individual 
variation in pH and motility 
of the intestinal tract. 


Thorazine’s Usefulness 
Enhanced 


With the introduction of 
‘Thorazine’ Spansule capsules, 
Thorazine’s usefulness is ex- 
tended, providing sustained ther- 
apy in all indications where 
‘Thorazine’ proved its 
value. 


CAPSULES 


Four Strengths Offered 


New ‘Thorazine’ Spansule cap- 
sules are available in four 
strengths—30 mg., 75 mg., 150 
mg. and 200 mg.—to facilitate 
individual dosage regimens. In 


many cases, a single dose in the 
morning will achieve the desired 
response. When 24-hour thera- 
peutic effect is desired, the 
morning dose may be repeated 
in the late afternoon or evening. 
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ratories, Philadelphia, Pa. ALL NIGHT 


ANNOUNCES ALL-DAY OR ALL-NIGHT 
‘THORAZINE’ THERAPY WITH A SINGLE ORAL DOSE 


New ‘Thorazine’ Spansule cap- 
sules offer the proven efficacy 
of ‘Thorazine’ plus the ad- 
vantages of all-day or all-night 
therapy with a single oral dose. 
Your patients will enjoy the 
convenience of only one or two 
doses daily. There is little risk 
of forgotten doses and con- 
sequent medication-free inter- 
vals. For the discharged mental 
patient on maintenance therapy, 
‘Thorazine’ Spansule capsules 
will eliminate the trouble and 
embarrassment of taking tablets 
at work. 


‘Thorazine’ Spansule capsules 
help hospital personnel save 
time in busy wards. Patients 
who require tablet medication 
_three or more times daily can 
obtain the same therapeutic 
benefits with only one or, at the 
most, two doses daily. 


To give you optimum flex- 
ibility in selecting and adjusting 
dosages for your individual pa- 
tients, ‘Thorazine’ Spansule cap- 
sules are available in four 
strengths: 30 mg., 75 mg., 150 
mg. and 200 mg. 


Only one or two doses daily save time in busy wards where 
three or four “‘dosage rounds” with tablets were required. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


> 
4; 
= 
| 
i 
| 
| 
‘ 


Volume XVIII 


DISEASES Nervous 


OCTOBER 1957 


System 


Contents 


A RE-EXAMINATION OF MENTAL ILLNESS IN OLD AGE ................... 375 
Warren S. Williams and E. Gartly Jaco 
~SGROUP PSYCHOTHERAPY IN A GENERAL HOSPITAL ...................... 379 
Samuel B. Hadden 
THERAPEUTIC-TEAM APPROACH TO MODIFIED E.S.T. ..................... 383 
H. E. Andren and D. R. Dick 
EVALUATION OF TREATMENT PROCEDURES IN PSYCHIATRY ............. 387 
Jackson A. Smith and Cecil L. Wittson 
“INEFFECTIVENESS OF CHLORPROMAZINE AND RAUWOLFIA 
SERPENTINA PREPARATIONS IN THE TREATMENT OF DE- 
Lawrence H. Gahagan 
=~ TREATMENT OF AMBULATORY AND HOSPITALIZED PSYCHI- 
Frank J. Ayd, Jr. 
HISTORICAL CONSIDERATIONS IN PSYCHIATRY 397 
Ernest Harms 
EDITOR 
Titus H. Harris, M.D. 112 North Boulevard, Galveston, Texas 
MANAGING EDITOR 
George Bisgeir, B.S., LL.B. New York, New York 
ASSOCIATE EDITORS 
A. F. Bennett, M.D.........- Berkeley, California Frank H. Luton, M.D.___-~- Nashville, Tennessee 
Francis J. Braceland, M.D.___-_- Hartford, Conn. Wm. Malamud, M.D.____-~-----_-_- Boston, Mass. 
Franklin G. Ebaugh, M.D.___--- Denver, Colorado Karl A. Menninger, M.D.___-__--- Topeka, Kansas 
Milton H. Erickson, M.D.___---- Phoenix, Arizona Hans H. Reese, M.D._-_-___- Madison, Wisconsin 
Hamilton Ford, Galveston, Texas : 
Walter Freeman, M.D._-__--- Los Altos, California Siegel, New York, New York 
A Houston, Texas Harry C. Solomon, Boston, Mass. 
Louis J. Karnosh, M.D.__----_--- Cleveland, Ohio S. Bernard Wortis, M.D._-_----- New York, N. Y. 


YEARLY SUBSCRIPTION $5.00 
Foreign Subscription $5.50 


Number 10 


> 


“Mommy, play with me, Mommy 


She can, now. But only a short time 
ago Doris never had time for the kids. 


A “crazy-clean”’ housekeeper, she chased 
dirt and germs all day long. This end- 
less ritual seemed pointless, even to 
her, yet she couldn’t help herself. 

She became short-tempered with the 
children... cried for no reason at 

all... was depressed and inde- 

cisive. Because her 
compulsiveness crowded 
out normal living, and 
Doris was on the brink 
of a serious breakdown, 
Pacatal was instituted: 
25 mg. t.i.d. 


Pacatal therapy re- 
leased this housewife 
from the grip of 


PACATAL 


For patients on the brink of psychoses, 
Pacatal provides more than tranquiliza- 
tion. Pacatal has a “normalizing” 
action, i.e., patients think and respond 
emotionally in a more normal manner. 
To the self-absorbed patient, Pacatal 
restores the warmth of human fellowship 
... brings order and clarity to muddled 
thoughts ... helps querulous older 
people return to the circle of 

family and friends. 


Pacatal, in contrast to earlier 
phenothiazine compounds, and other 
tranquilizers, does not ‘‘flatten’’ the 
patient. Rather, he remains alert and 
more responsive to your counselling. But 
Pacatal, like all phenothiazines, should 
not be used for the minor worries 

of everyday life. 


Pacatal has shown fewer side effects 


her neurosis. . than earlier ataraxics; its major benefits far outweigh 


occasional transitory reactions. Complete dosage 
instructions (available on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 


Also available in 2 cc. ampuls (25 mg./cc.) 
for parenteral use. 


back from the brink with 
Pacatal 


Brand of mepazine 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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‘The administration of zoxazola 
“spasticity, produced a 


“Of ten patients who 
small but significant improvements 


_ patients and some degree of impr 


JAMA. 60:749° (Mar 19 
1956. 


iez-Gomez, M.; (March) 1957. (3) Abrahamsen, 
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SAFE 

The Mot-ac 11 provides the highest degree 
of complete electrical isolation, by far exceeding 
official code requirements, to assure the maxi- 
mum in safe operation. 


Clinical results have been uniformly excellent. 


Side effects are automatically reduced. The 
MOoL-ac 11 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 


The MOL-ac ul provides a highest initial cur- 
rent to initiate seizure pattern with an automatic 
reduction to safe low voltage in every case. 
Instantly and automatically re-set for repeated 
treatments. 


EASY TO USE 


Controls are simplified — one 3-position cur- 
rent intensity dial and one treatment switch. 
Just plug in ordinary AC current and the 
MoL-ac 11 is ready for immediate use. The 
MoL-ac 1 has a handsome walnut case. Attrac- 
tively priced at $100.00 complete with phy- 
sician’s bag and attachments. 


DURABLE 


Ingenious design with only one moving part. 
Remarkable freedom from service requirement. 


Reiter leads in progressive research. 


N,; OFFICIALLY APPROVED INSTRUMENT 


Gaice HAS ALSO WON POPULAR. APPROVAL. 


REUBEN REITER, Se.D. 


64 WEST 48th STREET, NEW YORK 36, N. Y. 
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SQUIBB ANNOUNCES 


A NEW, IMPROVED AGENT 
FOR BETTER MANAGEMENT 
OF PSYCHOTIC PATIENTS 


VESP 


SQUIBB TRIFLUPROMAZINE 10-(3-dimethylaminopropy])-2-(trifluoromethy])phenothiazine hydrochloride 


SCHIZOPHRENIA @ MANIC STATES @ PSYCHOSES ASSOCIATED WITH ORGANIC BRAIN DISEASE 


Active and rapid in controlling iviiic’ states, exc tement a 
in modifying the disturbing effects of delusions and halluci 


“Intractable behavior patterns brought under control 
patients made accessible to 
social rehabilitation hastened 


_ Effective dosage 
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Modification of the phenothiazine structure potentiates bene — 


WHAT IS IT ? Vesprin— Squibb Triflupromazine—is 
a new, improved agent for better management of psy- 
chotic patients. It is useful in schizophrenia, manic 
states and psychoses associated with organic brain 
disease. 

Vesprin is chemically and pharmacologically 
improved. The phenothiazine structure has been 
modified, resulting in potentiation of beneficial prop- 
erties and in reduction of unwanted effects. Pharma- 
cologically, Vesprin shows an enhanced potency with 
far less sedative effect. 


CLINICAL EXPERIENCE: Data in over 600 of the 
hundreds of patients treated with Vesprin to date 
have been carefully analyzed. 

In 1 series of 55 hospitalized psychotic patients treated 
with Vesprin, marked to moderate improvement oc- 
curred in approximately 66 per cent. 

Five patients were discharged from the hospital. Two 
of these patients had not responded to any previous 
treatment. 

In another small series of patients, which included 
12 disturbed children, some improvement was seen 


in 11 of the 12 children who were treated with Vesprin 
for at least 2 months. In none of the children were 
any significant side effects observed. 

In a third series of 123 psychotic patients treated 
with Vesprin for more than 3 months, 5 recovered 
from all of their active psychotic manifestations, 
particularly delusions and hallucinations, and 24 re- 
covered from most psychotic manifestations with 
good social remission. An additional 78 patients 
showed significant improvement in their psychotic 
behavior. 

Another group of schizophrenic patients has been 
treated with Vesprin for periods ranging from 6 
months to 1 year. During this time clinical laboratory 
studies were made weekly, and later monthly, on 
urine and blood of the patients. 

Although leukocyte counts showed some tendency to 
decrease, there were no abnormally low counts. 
Though hemoglobin levels tended to show some in- 
crease, it was not significant. Liver function tests per- 
formed during the final 2 months of treatment were 
entirely negative. 

This investigator concluded that these laboratory 
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a new, 


improved agent 
for better 


management 


of 


psychotic 


patients 


Squibb Triflupromazine 


) In extensive clinical experience— 
singularly free from toxicity 


Jaundice or liver damage...not observed 


Skin eruptions...rare 


Blood dyscrasias...not observed 
Hyperthermia...rare 
Convulsions...not observed 


studies gave no evidence of drug toxicity. 

Another investigator thought that Vesprin appeared 
to be more active and rapid in effect. The best re- 
sponse to Vesprin was seen in overactive, troublesome 
schizophrenic patients. 


WHAT ARE THE ADVANTAGES? Clinical expe- 
rience in hundreds of patients has shown that Vesprin 
does not oversedate the patient into sleepiness, drow- 
siness and lethargy. Drug-induced agitation is 
minimal. 

Vesprin is active and rapid in controlling manic states, 
excitement and panic, and also in controlling the 
disturbing effects of delusions and hallucinations. 
Vesprin moderates hostile behavior and facilitates 
insight. 

With Vesprin, intractable behavior patterns are rap- 
idly brought under control. Thus, patients are made 
accessible to psychotherapy. Nursing care is reduced, 
and the patients’ social rehabilitation is facilitated. 
Extensive clinical experience has shown Vesprin to 
be singularly free from toxicity. Clinicians who have 
worked with the drug over long periods have not seen 


Photosensitivity...rare 
a 


jaundice or liver damage, blood dyscrasias, or con- 
vulsions. Skin eruptions, photosensitivity or hyper- 
thermia have been rarely observed. 


WHAT ARE THE SIDE EFFECTS? Investigators 
have reported such symptoms as dizziness, nausea, 
weakness, drowsiness and epigastric distress in pa- 
tients treated with Vesprin. Postural hypotension has 
been seen occasionally in normotensive patients. A 
hypotensive effect has been observed in patients with 
high blood pressure. 

Anxiety and restlessness have been observed in some 
patients, and gain in weight in a few. These effects 
have usually been mild, and, as a rule have disap- 
peared when the dosage was reduced or treatment 
stopped. 

The most commonly encountered side effect has been 
the development of a Parkinson-like syndrome with 
motor disturbances and extrapyramidal symptoms. 
This syndrome is reversible and symptoms usually 
subside with a reduction of dosage or discontinuance 
of medication for 2 or 3 days. 
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WHEN IS IT INDICATED ? Vesprin is indicated in 
treatment of various acute and chronic psychoses. 
Because it ameliorates psychomotor hyperactivity 
and assaultive behavior, Vesprin is particularly useful 
in management of schizophrenia, manic states, socio- 
pathic personality disturbances with psychotic reac- 
tions, mental deficiency with psychoses, and psychoses 
associated with organic brain disease and senility. 
Contraindications: Vesprin is contraindicated in coma- 
tose states due to central nervous system depressants 
(alcohol, barbiturates, opiates). 


WHAT IS THE DOSAGE? The recommended 
adult dosage of Vesprin is 25 mg. t.i.d., to be adjusted 
according to patient response. This dose may be in- 
creased until the desired clinical effect has been 
achieved, or until unwanted side effects become a 
problem. 

The initial dose for children is 10 mg. t.i.d. 

The suggested starting dose in geriatric patients is 
10 mg. t.id. The dosage in children and elderly 
patients may be increased according to patient 
response. 


Squibb Triflupromazine 


The optimum dose of Vesprin varies from patient to 
patient and should be established on an individual 
basis. In the majority of patients, prolonged treat- 
ment is required for maximum clinical response. 
Caution: Although no deleterious effects on the hemo- 
poietic system have occurred to date in the extensive 
clinical use of Vesprin, routine blood counts are sug- 
gested during the course of therapy. 

Patients should be watched for indications of soreness 
of the mouth, gums or throat, or for symptoms of 
upper respiratory infection. If these complications 
occur, and a confirmatory leukocyte count indicates 
cellular depression, the agent should be stopped and 
appropriate treatment, including intensive antibiotic 
therapy, should be started immediately. 


HOW IS IT SUPPLIED? Vesprin is supplied in 
tablets of 10 mg., 25 mg., and 50 mg. in bottles of 
50 and 500. 


“VESPRIN’ IS A SQUIBB TRADEMARK 


‘) Squibb Quality —the Priceless Ingredient 
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Typical case: 
“unmanageable” 
schizophrenic 
patient is hostile, 
untidy and 
inaccessible 
to therapy. 


With Serpasil, 

patient becomes 

calm, cooperative, 
amenable to interview... 
as have thousands 

in this new age 

of hope for 

the psychotic. 


the “before-and-after” picture in mental 
wards continues to improve, case after 


case, with S rp asi OBA 


SUPPLIED: 


Parenteral Solution: 
Ampuls, 2 ml., 2.5 mg. 
Serpasil per mi. 
Multiple - dose Vials, 10 ml., 
2.5 mg. Serpasil per ml. 


Tablets, 4 mg. (scored), 2 mg. 
(scored), 1.mg. (scored), 
0.25 mg. (scored) and 0.1 mg. 


Elixirs, 1 mg. and 0.2 mg. 
Serpasil per 4-ml. teaspoon. 


CY 


SUMMIT, Nid... 
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Dexamyl* 


can encourage many patients 
to resume normal social activity 
because it smoothly and subtly 
induces a sense of confidence, 
optimism and well-being. 


A combination of dextro- 
amphetamine sulfate, S.K.F., 
and amobarbital, ‘Dexamyl’ is 
available in Tablets, Elixir, 
and Spansulet capsules; made 
only by Smith, Kline & French 
Laboratories, Philadelphia. 


*T.M. Reg. U.S. Pat. Off. 


¢T.M. Reg. U.S. Pat. Off. for 
sustained release capsules, S.K.F. 
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A Re-Examination of Mental IIIness in Old | Nese 


WARREN S. WILLIAMS, M.D., and E. GARTLY JACO, PH.D. 


Historically, there are few areas in the 
field of psychiatry wherein general agree- 
ment regarding etiology, treatment and 
prognosis exists. These invariably have been 
conditions in which there were definite path- 
ological changes in the brain which were ir- 
reparable and could be demonsirated at post- 
mortem. Treatment was palliative and al- 
most of a token nature and the prognosis 
was hopeless—a watchful waiting for death 
to intervene and relieve a family or a public 
institution of its obligation. Traditionally, 
mental illness in the later years of life has 
occupied a prominent and even overshadow- 
ing position in this category of psychiatric 
disorders. Functional conditions were rec- 
ognized but their incidence was regarded as 
minimal'''* and almost all personality 
changes, neuroses and psychoses appearing 
after the age of sixty were regarded as the 
outward behavioral manifestations of cellu- 
lar pathological changes in the brain. These 
illnesses were regarded as a major public 
health problem and research in this area was 
urged by many people,'' but usually the re- 
search proposed was aimed at preventing 
these pathological changes from occurring 
and at better methods of palliative treat- 
ment.*:'-*' It was not regarded as a fruitful 
or appealing area of investigation. This is 
not difficult to understand considering the 
large unknown areas in psychiatry which 
were and are such obvious and pressing prob- 
lems. It would seem foolish to invest time 
and effort investigating conditions which 
were known to be hopeless when other con- 
ditions existed in which there might be hope 
of discovering definitive therapies. 


From the Department of Neuropsychiatry, Uni- 
versity of Texas Medical Branch, Galveston. 

Presented at the annual joint meeting of the Mex- 
ican Society of Neurology && Psychiatry and the 
Texas Neuropsychiatric Association, Dallas, Novem- 
ber 30, 1956. 


The most complete statistical studies re- 
ported indicated that some 85% of psychoses 
occurring after the age of sixty were due to 
either senile dementia or cerebral arterio- 
sclerosis, and only 7% were functional psy- 
choses.'* Closer examination of these statis- 
tical studies, however, may raise serious 
doubt as to the validity of our existing con- 
cepts. For instance, in New York State in 
two decades, from 1920 to 1940, the expec- 
tation of developing cerebral arteriosclerosis 
with psychosis at age sixty increased for 
males from 85/10,000 population to 262/10,- 
000 population, and for females from 49/10,- 
000 to 226/10,000. It is difficult to believe 
that some unknown factor was operating 
which could cause such a marked increase 
in the occurrence of atheromatous plaques 
and thromboses in cerebral vessels in a 
twenty year period. The only explanation 
suggested is that due to improvements in 
preventive medicine and surgery, poor physi- 
cal specimens are being kept alive longer 
and become more susceptible to degenerative 
diseases.‘ There were also indications in 
these same statistics that other than organic 
factors were operating; for instance, a per- 
son aged sixty whose spouse was still living 
was only one-third as likely to develop a psy- 
chosis as was the person whose spouse had 
died. A person aged sixty living on a farm 
or in a town of less than 2,500 population 
was only one-half as likely to develop a psy- 
chosis as was the resident of an urban area. 
It is difficult to relate these marked differ- 
ences to the concept of a primarily anatom- 
ical or physiological etiology. 

In the few functional psychoses that were 
reported the incidence of affective psychoses 
was not significantly greater than schizo- 
phrenic psychoses, but transitory periods of 
depression* and depressive illnesses'® have 
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been described as common to and character- 
istic of the later years of life. 

This seems to indicate that there may 
have been reluctance on the part of psychia- 
trists to make a diagnosis other than cere- 
bral arteriosclerosis with psychosis or senile 
dementia with psychosis in patients over 
sixty. This is easily understood when one 
considers that the existence of some diminu- 
tion of intellectual capacity related to cere- 
bral pathological change in the later years 
of life is firmly established,*’ and must be 
taken into account. It is questionable, how- 
ever, as to whether it could be established as 
the primary etiological factor in all these 
cases.'* 

Beginning in the late 1930's, there was an 
ever increasing number of reports which be- 
gan to raise serious doubts as to the validity 
of the existing concept of a primarily ana- 
tomico-physiological etiology. These stud- 
ies covered a wide area and ranged from neu- 
ropathological investigations to sociological 
examinations of the role of the aged in our 
society. Neuropathological studies of the 
brains of individuals who had shown marked 
behavioral aberrations during the later years 
of life, and the brains of others who had not 
shown behavioral disturbance, indicated that 
there was no correlation between anatomical 
pathology and behavior pathology.'*:'~ There 
were reports of the successful treatment of 
so-called senile psychotics by electro-convul- 
sive therapy, which at least indicated that 
there was a large functional element in many 
of these psychotic reactions, and that the 
same type of causal factors might be operat- 
ing here as in the psychoses occurring in 
the earlier years of life. In the neuroses of 
later life, biological, cultural and personal 
causal factors were described‘ and even the 
biological factors described were re-inter- 
preted by others’ as being primarily social in 
their significance. Reduced social interac- 
tion or social disarticulation was implicated 
as an etiological or contributory factor in 
mental illness in old age.‘ It was found 
that significant improvement in overt be- 
havior in old-age psychotics could be brought 
about by increased social activities in a men- 
tal hospital.' Some investigators in the field 


thought that the characteristic personality 
changes of aging could even in some circum- 
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stances be considered as assets.'* There have 
been many theoretical papers and discus- 
sions which have urged the importance of 
socio-psychological factors in mental illness 
in the later years of life and have encour- 
aged research from this approach.*::'*:!"** 
There were proposals that investigation in 
this area be organized within the frames of 
reference of age and sex categories and the 
life cycles of the individual.’ These develop- 
ments have now reached such a point that in 
some circles it is well established that the 
demonstrable anatomical pathology is not 
responsible for the psychoses occurring in 
later life.*' 

Our clinical experience at the University 
of Texas Medical Branch hospitals did not 
seem to agree with the widely held concept 
of an anatomico-physiological causality for 
most of the psychoses occurring after the 
age of sixty, and this incompatibility was so 
manifest that we felt that a detailed review 
of the incidences of various diagnoses in our 
hospitals was warranted and indicated. Ina 
five year pericd covering the calendar years 
1950 through 1954, a total of 1134 patients 
over the age of sixty were admitted to the 
medical branch hospitals in whom a psy- 
chiatric diagnosis was made. Approximately 
72°. of the diagnoses were psychotic reac- 
tions of one type or another. The non-psy- 
chotic diagnoses were fairly evenly distrib- 
uted through personality disorders, neuroses 
and so forth, with the one exception that 
there was an unusually high incidence of 
neurotic depressive reactions. These com- 
prised some 4% of the total diagnoses or 
one seventh of the non-psychotic diagnoses 
and two-thirds of all the diagnoses of neu- 
rotic reactions. Approximately one-half of 
the total diagnoses were functional psy- 
choses and approximately 20% were cere- 
bral arteriosclerosis or senile dementia with 
psychosis. When the psychotic diagnoses 
were examined as a group we found that 
70° were functional and only 27% were 
cerebral arteriosclerosis with psychoses or 
senile dementia with psychosis. These re- 
sults are summarized in Table 1. The func- 
tional diagnoses were predominantly invo- 
lutional psychotic reactions or psychotic de- 
pressive reactions, and schizophrenic reac- 
tions were only 8%. This does not agree 
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TABLE 1 


Diagnoses of Patients Aged 60 and Over Ad- 
mitted to a Teaching Hospital During 1950 
to 1954. 


DIAGNOSTIC CATEGORY: 


No. No. No. No. & No. 

1950 77 41 39 21 - — 73 38 189 100 
1951 110 42 59 22 2 90 34 264 100 
1952 135 59 36 16 6 8 51 22 228 100 
19538 126 52 50 21 12 5 54 22 242 100 
1954 120 57 35 17 3 1 58 25 211 100 
Totals 568 50 219 19 26 3 321 28 1134 100.0 
with the previously mentioned incidence 


studies,'* but certainly furnishes further evi- 
dence for considering illness characterized 
by depressed mood as typical of the later 
years of life. 

Our statistics regarding the incidence of 
functional versus organic psychoses past the 
age of sixty were widely variant from the 
generally held view, and almost reversed the 
85% incidence of cerebral arteriosclerosis 
or senile dementia with psychosis previously 
reported. We.began looking for possible 
sources of bias to explain all or part of this 
variance. We looked first for sources of bias 
in patient admissions. The occurrence of 
admissions with psychiatric diagnoses over 
the age of sixty varied significantly from 
year to year without any definite pattern, 
and we felt that this indicated that some un- 
known selective factors were operating. It 
is the policy of the administration to restrict 
admissions of patients to the staff service in 
whom a definite diagnosis of chronic brain 
syndrome can be established prior to admis- 
sion. This is, of course, a difficult policy to 
carry out, but it should act as a selective fac- 
tor to some extent, and hence influence the 
incidence of functional versus organic diag- 
noses. We also looked for possible sources 
of diagnostic bias. There is a well known 
tendency on the part of the Department of 
Neurology and Psychiatry to refuse to re- 
gard any case as hopeless, and we felt that 
this could operate as a diagnostic bias in the 
sense that a functional diagnosis would be 
considered as more prognostically hopeful 
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than an organic diagnosis, hence, could op- 
erate to cause an over-emphasis of the func- 
tional aspects of an illness. 

We did not feel, however, that these 
sources of bias were sufficient to account for 
the marked variance from previously re- 
ported incidence studies, and we looked for 
evidence to support our findings. We com- 
pared our incidence with a recent survey, 
conducted by one of the authors, of the inci- 
dence in the entire state of Texas of patients 
who were diagnosed as psychotic for the 
first time in their lives during a two-year pe- 
riod.” These statistics, when closely ana- 
lyzed, support our impression that there is 
a much higher incidence of functional psy- 
chosis over the age of sixty than is generally 
thought. Of a total of 2,248 cases aged sixty 
and over, 27% had a diagnosis of functional] 
psychotic reaction, 62% a diagnosis of cere- 
bral arteriosclerosis or senile dementia with 


TABLE 2 


Psychotic Diagnoses of Mental Patients 
Aged 60 and Beyond for Texas Treated in 
Private and Public Hospitals, 1951-52. 


PRIVATE HOSPITALS: 


mm n n 
& 
os <5 = 
E> bo 3 
No. % No. % No. & No. & 
Males 192 49 136 35 64 16 392 44 
Females 260 53 188 38 42 9 490 56 
Totals 452 di 324 37 106 12 882 100 
PUBLIC HOSPITALS: 
No. % No. % No. & No. % 
Males 79 10 625 77 108 138 812 59 
Females Gi 12 449 81 38 ‘6 554 41 
Totals 146 11 1074 78 146 11 13866 100 
TOTAL DIAGNOSTIC CATEGORIES: 
a5, > BS 
No. &% No. % No. %&% No. % 
Males 271. 23 761 63 4172 14 1204 54 
Females a2 3k 637 61 80 8 1044 46 
Totals 598 27 1398 62 252 11 2248 100 
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psychosis, and 11% other organic psychosis 
(Table 2). When these are broken down into 
those being diagnosed in a public mental hos- 
pital (state, city, county or Veterans Admin- 
istration) and those diagnosed in teaching 
hospitals or private hospitals, a significant 
change occurs. The public mental hospital 
cases showed an incidence of 11% functional 
psychoses, 78% cerebral arteriosclerosis or 
senile dementia with psychosis, and 11% 
other organic psychoses. The incidence from 
teaching or private hospitals shcwed a 
marked shift toward the functional disorders 
with an incidence of 51% functional psy- 
choses, 37% cerebral arteriosclerosis or se- 
nile dementia with psychosis, and 12% other 
organic psychoses. 

These incidences support our impression 
and suggest that either a differential diag- 
nostic bias is operating in the two different 
types of hospital or that a significant differ- 
ence exists between the kinds of psychotic 
patients who are hospitalized in public men- 
tal hospitals and those who seek hospitaliza- 
tion in other institutions. In either event, 
the need for a re-examintaion of the psy- 
chiatric disorders of the later years of life 
is indicated. 

Summary 

Traditionally mental illness in old age has 
been regarded as due principally to anatomi- 
cal pathological changes in the brain. There 
is ample evidence at the present time to ques- 
tion the validity of that concept. There is 
evidence which is cited that while no differ- 
ence in anatomical pathology apparently ex- 
ists between healthy and sick individuals, 
there is a definite correlation between certain 
socio-environmental] factors and illness. The 
statistics reported in this paper indicate that 
in patients hospitalized in private or teach- 
ing hospitals, functional psychosis is more 
frequent than psychosis due to degenerative 
disease. Certainly in this group of patients 
the typical mental illness of old age is a 
functional psychosis characterized by de- 
pressed mood. We feel that the new evi- 
dence presented here and that cited from 
previous reports is sufficient to warrant a 
close re-examination of mental illness in old 
age with particular reference to socio-psy- 
chological events in the individual’s life at 
this period. 
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Group Psychotherapy in a General Hospital 


SAMUEL B. HADDEN, M.D. 


The initiation of group psychotherapy in 
a community general hospital presents many 
problems which must be considered in order 
that such a program may have general ac- 
ceptance and success. General hospitals en- 
joy the confidence of the communities they 
serve and this esteem is cherished by pro- 
fessional staff, lay personnel and manage- 
ment. Through careful selection of its staff 
members, general hospitals aim to give the 
best possible care and make all scientific ad- 
vances available as early as possible. To 
protect this community confidence general 
hospitals must carefully deliberate the es- 
tablishment of new services. 


To be realistic it must be admitted that 
there is still noticeable misunderstanding 
and some resistance to psychiatric disci- 
plines on the part of the public as well as a 
good deal of hostility in the minds of many 
physicians, In a general hospital that has 
had effective psychiatric services, there 
should be few problems in setting up group 
psychotherapeutic services. A prudent psy- 
chiatric staff that has earned the confidence 
of its confreres will find them sympathetic 
to such a project. 


Because of the overall public acceptance 
of the general hospital, it is the natural place 
to which patients in the community turn 
when they are in need of psychiatric care. 
Since this is the case, every general hospital 
should have not only an out-patient depart- 
ment but a considerable number of beds set 
aside for the treatment of psychiatrically 
ill persons The care of patients in a gen- 
eral hospital is directed and carried out by 
physicians, and patients seeking hospital as- 
sistance anticipate that they will be treated 
by methods with which they have some fa- 


miliarity. Generally there is some aware- 
ness of the nature of psychiatric techniques, 
but to many the group psychotherapeutic 
approach would be considered a disturbing 
departure. 


A large percentage of patients in a gen- 
eral hospital are unable to afford the full 
fees of medical practitioners in the commu- 
nity. The necessity of going to the hospi- 
tal clinic may be the source of some feelings 
of resentment, and if they are referred for 
psychiatric treatment to a group with other 
patients it may constitute in their minds a 
serious rejection that will make effective 
group therapy impossible. Therefore, all pa- 
tients referred to a group should be properly 
prepared for this experience. Most of the 
patients in the general hospital who may 
benefit from group psychotherapeutic expe- 
rience are suffering from psychosomatic dis- 
orders. Very often their physical symp- 
toms are of long standing and many may feel 
certain that the cause of their illness has 
escaped detection by the physicians in 
charge. Needless to say, such patients should 
be carefully studied for the possibility of or- 
ganic disease. When the physician respon- 
sible for these studies feels that the symp- 
toms are those of a psychoneurotic state or 
other mental disorder, the patient should be 
thoroughly prepared for referral to the psy- 
chiatric department. Such referral should 
not be different from any other specialized 
department, because the physician in charge 
believes the psychiatrist can aid in effective 
management of the condition. The referring 
physician should take time to help the pa- 
tient understand that the therapist has spe- 
cialized skills and may be of considerable 
assistance, 
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At the first consultation with the psychia- 
trist, the recorded history should be re- 
viewed and details checked with the patient 
in order to develop a clear understanding of 
the symptomatology. Reports of other con- 
sultants, x-rays, and laboratory findings 
should to be evaluated. Obvious genuine in- 
terest in the patient’s complaint is essential 
to establish satisfactory rapport and a good 
therapeutic relationship. After psychiatric 
evaluation has been completed, it may be 
wise to return the patient to the referring 
physician or clinic with the recommendation 
that psychiatric treatment may be of as- 
sistance. When the referring physician pre- 
sents these suggestions and discusses them 
with the patient, a satisfactory transfer to 
the psychiatric service for treatment is then 
likely. 

In the psychiatric department the skilled 
therapist can decide which patients should 
be referred to a group and he can also judge 
when they are ready for this form of treat- 
ment. When referral to the group is made 
it is desirable to have the same psychiatrist 
conduct the group sessions as had care of 
the patient in private interviews. If another 
therapist conducts the sessions, it is advan- 
tageous to have the referring psychiatrist 
discuss with the patient the nature of the 
group situation in order to answer all ques- 
tions and allay any anxieties that may be 
present. It is also desirable to explain to the 
patient that under no circumstances will he 
be called upon to reveal anything he is not 
perfectly willing to have discussed before 
the group, and that he may attend sessions 
without actual participation in discussion 
until he feels ready to do so. In the group 
it is desirable that patients be called by their 
first names and continue to be otherwise 
anonymous. Each patient should be in- 
formed that he may be called upon when he 
first enters the group, but only to describe 
the symptoms which brought him to the hos- 
pital for treatment. 

When referral to a group has been accom- 
plished, the therapist should assure the pa- 
tient of his continued interest and arrange a 
few subsequent individual interviews. After 
the patient’s integration with a group in 
which the origina] therapist does not par- 
ticipate, we think it is better for that phy- 
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sician to avoid continued private therapeutic 
sessions, arranging them only to evaluate 
the patient’s progress. When seeing him in 
individual sessions the physician should al- 
ways encourage the patient to bring up for 
discussion in the group, when he feels able 
to do so, any material he may reveal. As 
the patient successfully integrates with the 
group, the interval between individual ses- 
sions can be lengthened and eventually ter- 
minated, with an understanding that visits 
may be resumed whenever the patient feels 
a desire to have a private interview. This 
guards against the disturbing feelings of re- 
jection and such visits are seldom sought 
after the group gets under way. 

When a psychotherapy group is started in 
a general hospital, it is advisable for the ses- 
sions to be held in the medical out-patient 
department, not too far removed from the 
usual medical activities of the hospital. Pa- 
tients in attendance at the group should be 
charged fees in keeping with those for treat- 
ment on other services. When patients ar- 
rive at the clinic, the nurse should check at- 
tendance, handle charts and carry out other 
activities so that this clinic may not be re- 
garded as different from other treatment 
settings in the hospital. 

When it is possible, resident physicians in 
training in internal medicine or psychiatry 
may attend the group sessions. This can be 
done without any disturbance to group mem- 
bers, particularly if the residents are regular 
in their attendance. I know of no more help- 
ful training procedure in psychotherapy than 
to have residents participate in a therapy 
group. 

We have found that groups in which pa- 
tients have a great variety of symptoms 
are more effective than monosymptomatic 
groups. In the latter the discussion revolves 
around the single symptom whereas when 
there is a multiplicity of complaints, as well 
as various types of psychoneurotic reactions, 
a more effective group can be developed and 
all members are more deeply affected. 

In initiating groups we have found it 
worthwhile to begin by having each member 
describe the symptom for which he came un- 
der treatment. At the very first group 
meeting this provides identification with 
other patients. In early sessions we think 
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it is helpful to explain the role which emo- 
tion plays in the production of bodily dis- 
orders. It is an easy matter to initiate dis- 
cussion of the sensations that individuals 
experience during such emotional situations 
as stage fright, anger and hate. At appro- 
priate times these feelings can be compared 
to the visceral symptoms which the patient 
has described before the group. Through 
such discussions patients come to under- 
stand what is meant when told that they do 
not have destructive disease and, for the first 
time, they feel that the physician accepts 
their symptoms as real. By this explanatory 
and discussive technique it has been found 
that many patients who vigorously rejected 
psychiatric assistance in the beginning co- 
operated willingly as they developed a bet- 
ter understanding of the nature of their 
emotionally determined visceral disturb- 
ances. 

Through discussion in simple language it 
is an easy matter to help patients acquire 
some understanding of unconscious mental 
mechanisms. Very often excellent illustra- 
tive material is presented in the group, e.g., 
patients who have had particularly harrow- 
ing experiences may describe visceral symp- 
toms suffered at the moment the incidents 
occurred. In response to questioning they 
are usually able to recall that very often 
when they brought memory of such occa- 
sions to the conscious level, the unpleasant 
sensations recurred exactly as they did at 
the time of the incident. In other words, 
memory of the event was capable of produc- 
ing bodily disturbances. Frequently the 
same patients will acknowledge that for 
some time after the incident they dreamed 
of it and always suffered the same physical 
sensations on awakening. During these early 
preliminary discussions, in which attempts 
are made to acquaint patients with some of 
the mental mechanisms, we use simple lit- 
tle drawings to demonstrate how an event 
of which the patient becomes unconscious 
may stimulate areas in the nervous system 
and cause alteration of bodily function. Dia- 
grams are presented to show how, when 
memories are brought into consciousness, 
they, too, may produce appropriate emo- 
tional response, and some awareness of the 
nature of repression is developed. 


Not only is it necessary to prepare the pa- 
tient for a group experience, but the hos- 
pital staff and physicians who refer patients 
to the hospital must be well acquainted with 
the group procedure or they will sabotage 
its work. The procedure can be fully dis- 
cussed at staff meetings and questions an- 
swered until the staff accepts it, not as an 
expedient which permits one physician to 
treat more patients, but as a treatment that 
is more successful than any other in prop- 
erly selected cases. When the referring 
physician is not a member of the staff, every 
effort should be made to acquaint him with 
the nature of the treatment. In no instance 
should a patient be admitted without having 
an informed recommendation to do so come 
from the referring physician. 

When the group has formed an effective 
positive transference to the therapist, and 
improvements are being experienced, there 
is a tendency for hostility toward other phy- 
sicians and other out-patient departments to 
emerge. For example, patients who have 
been treated in the gastro-intestinal dispen- 
sary for a long time may become extremely 
critical of that staff for not recognizing the 
real nature of their difficulties and providing 
proper treatment at an earlier time. It is 
then that the group therapist must point out 
that the emotional basis of their symptoms 
was recognized and that as a consequence 
they were properly directed for psychiatric 
treatment, and that they had previously ex- 
perienced varying degrees of relief through 
the therapy described. The psychotherapist 
must also emphasize that the managing phy- 
sicians, by their sympathetic handling, had 
to prepare patients for psychiatric referral, 
and that therapy in the group has been ef- 
fective only because a readiness for the ap- 
propriate treatment was created by their 
previous physician. When the situation is 
handled in this way, it is the usual thing for 
some member to begin by stating that long 
before referral to the psychiatric department 
he knew his problem was on an emotional 
basis, but if he had been abruptly referred, 
he would have been offended and probably 
not followed the recommendation. The man- 
agement of this type of hostility is a crucial 
phase in the group discussion because im- 
proper handling may cause a disturbed re- 
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lationship between various hospital depart- 
ments. 

In the psychiatric department of a gen- 
eral hospital emphasis may continue on the 
treatment of patients with emotionally dis- 
turbed illness, but there also exists other 
opportunities for the improvement of com- 
munity mental health. Excellent services in 
mental hygiene can and should be rendered 
by the psychiatric department. Expectant 
mothers from the pre-natal clinic can be in- 
tegrated into groups for discussion of their 
various emotional reactions in pregnancy, 
and in such groups basic principles of sound 
mental hygiene may be reviewed so that 
those in attendance may become better 
mothers. Some general hospitals have found 
it helpful to initiate group therapy for fa- 
thers, so that they, too, may undergo a learn- 
ing experience in which helpful knowledge 
is acquired of the role they are to play in the 
emotional and physical growth of their chil- 
dren. 

Parents of maladjusted and disturbed 
children can be treated effectively in groups. 
In dealing with parents of such children it is 
often difficult to help them understand the 
role which they play in the production of 
their children’s misbehavior pattern; in a 
group, however, it is possible for them to 
see themselves clearly reflected in the mir- 
ror of other parents’ mistakes in relationship 
with their children. As a rule these parents 
come for instruction and guidance in han- 
dling their problem children, but soon they 
acquire insight into the part they play in the 
production of their children’s difficulties. The 
opportunity for child guidance in a general 
hospital may be very fruitful, and, where 
manpower is short, it may be utilized in a 
most effective manner in helping parents 
understand the nature of their children’s un- 
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acceptable behavior. Parents themselves can 
acquire insight and remain under treatment 
to unravel their own emotional problems, 
and so become not only more effective par- 
ents, but more effective and happier individ- 
uals. 

There are many other ways in which the 
psychiatric department may help in the solu- 
tion of problems of other departments of the 
hospital. Groups for the treatment of obese 
patients, for the instruction of diabetics, and 
for the care of patients with all types of 
chronic diseases are successfully carried out 
in many general hospitals. 

It is our feeling that one of the most val- 
uable contributions the psychiatrist can 
make to the general hospital is the improve- 
ment of interpersonal relationships in hos- 
pital personnel at various levels. Group dis- 
cussions for head nurses, residents, physi- 
cians, student nurses, attendants and other 
hospital personnel enable them to acquire 
greater insight into the role they play in pa- 
tient care and the importance of smooth in- 
teraction. Many of the rivalries between 
various special divisions of the staff can be 
worked out in group discussions by the 
skilled psychotherapist. Disturbing person- 
nel problems can be effectively handled by 
the group technique, and the psychiatrist 
should welcome the opportunity of entering 
into this field. With a growing awareness 
that many psychiatric patients can be han- 
dled most effectively in the general hospi- 
tal, the psychiatrist must be ready to create 
appropriate therapeutic attitudes in hospital 
personnel and help them become aware that 
they are members of a vital team organized 
to foster rapid recovery of patients entrusted 
to their care. 
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Psychiatric treatment is recognized more 
and more as an administrative function' and 
the various therapeutic adjuvants can well 
utilize the services of professional help 
trained in other fields. The purpose of this 
report is to illustrate how valuable other 
specialties can be in a busy psychiatric prac- 
tice where there is a shortage of psychiatric 
assistance, The necessity of additional help 
in handling the ever increasing demands, es- 
pecially in cases of depression, has led to 
numerous considerations to enhance current 
methods of giving electro-convulsive ther- 
apy. 

Recently careful workers, such as Par- 
sons’ and his associates, reported that they 
found the use of succinylcholine awkward, 
making electroshock therapy more compli- 
cated; and Kalinowsky* has pointed out sev- 
eral dangers connected with modified E.S.T. 
We have been cognizant of these criticisms 
of modified electroshock therapy but we have 
also been aware of the many reports that 
have appeared in psychiatric,‘ anesthetic,'’ 
and general medical journals, '''* advocat- 
ing modification of E.S.T. We must admit 
that modified treatments may be more com- 
plex and seem awkward, but through the 
team-approach they can be quite simple. 


Routinely we give atropine sulfate and 
thirty minutes later give a “sleep’”’ dose of 
thiopental by vein followed by an “experi- 
ence educated” dose of succinylcholine. Oxy- 
gen is then given by mask until complete re- 
laxation is obtained and until 6-8 full ex- 
changes of oxygen occur. After the stim- 
ulus is given and the seizure is over, oxygen 
is given again until all respiratory depres- 
sion and muscle weakness has disappeared. 

We feel that this routine is warranted be- 
cause in our series of 3,280 treatments it has 
eliminated all known skeletal injuries. Also 
there is less strain on the cardiovascular sys- 
tem and no cyanosis occurs. 


From Washington Sanitarium and Hospital, Ta- 
koma Park Md., and Cedarcraft Sanitarium and 


Hospital, Silver Spring, Md. 
Read at the 11th Annual Convention of the So- 
ciety of Biological Psychiatry. 
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Therapeutic-Team Approach to Modified E. S. T. 


H. E. ANDREN, M.D., and D. R. Dick, M.D. 


Reports on the incidents of fractures fol- 
lowing unmodified electroshock therapy are 
few. However, Meschan" reported that in 
212 consecutive patients, x-rays of the dor- 
sal spine after unmodified E.S.T. as com- 
pared with x-rays before treatment showed 
30.4 per cent of the patients had evidences 
of vertebral fractures. Lingley and Rob- 
bins" reported that 23 per cent sustained 
fractures, predominantly of the vertebrae. 
Using succinylcholine to modify the treat- 
ment numerous favorable reports have ap- 
peared recently in the literature. 


TABLE 1 
Modified Complications 

Treatments 
Lincoln, J. R. 3200 0 
Alexander, L. 300 0 
Steven, R. J. M. 2570 1 dislocation 

1 death 

Saltzman, C. 7500 0 
Reitman, H. J. 3316 1 minor fracture 
Ardis, J. A. 2437 0 
Hott, W. 10,000 0 


Many studies of the effects of E.S.T. on 
the cardiovascular system have been made 
and have indicated evidence of the stress 
placed upon this system by unmodified ther- 
apy. Holmberg has compared the effect of 
unmodified and modified E.S.T. on the cir- 
culatory system. Summarized, his observa- 
tions were as follows: 


TABLE 2 
Unmodified Modified 
Mean systolic rise 87.9 mm. 64.4 mm. 
Variations in Pulse Extremely Small 
Pressure marked 
Mean Venous Pressure 31.4 mm. 7.0 mm. even 
rise abrupt. 


Heat rate increase 84 beats min. 41 beats min. 


His conclusion was that “with the use of 
muscle relaxant and oxygen it is possible to 
reduce significantly the stress on the cir- 
culatory system caused by electroshock 
treatment.” 

In patients who receive unmodified E.S.T. 
cyanosis is observed in almost every case 
and Holmberg” has shown that if more than 
one shock is necessary to produce the con- 
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vulsion the degree of hypoxia is increased. 
Jacoby’s" figures, that 10 out of 16 patients 
who received unmodified E.S.T. showed ar- 
terial oxygen saturation below 70 per cent, 
with an average lowest reading of 65 per 
cent, compare well with Wilson’s.'* 

An explanation for the degree of cyanosis 
seen in patients with unmodified E.S.T. is 
given by Wilson in his analysis of oxygen 
consumption during E.S.T. 


TABLE 3 
O, consumption/ 
"Sq. M./Min. 
Succinylcholine-thiopental ................ 199 c.c 


Because of this rapid oxygen consump- 
tion, marked oxygen debt soon develops with 
resultant cyanosis. The succinyl-thiopental 
not only decreases the oxygen consumption 
but facilitates oxygenation before and after 
the seizure, thus preventing hypoxia and 
cyanosis, 

After careful study of the effects of elec- 
troshock therapy on the circulatory system, 
Holmberg observed: “In electroshock ther- 
apy with the usual technique a number of 
factors place a strain on the circulatory or- 
gans. It is highly probable that these cir- 
culatory disturbances influence the circula- 
tion and gaseous exchange of the brain. It 
is questionable whether the asphyxia and 
the circulatory stasis may not actually be 
the underlying cause of the brain damage 
that has been observed after electroshock 
therapy.” With this in mind we feel that 
everything possible should be done to min- 
imize the strain on the cardiovascular sys- 
tem and that this is best done by the use 
of muscle relaxants and oxygen. Montagu‘ 
says: “In the minds of many the question is 
no longer whether to modify the seizure but 
how this can best be done.” Ardis,® an Eng- 
lish writer, adds: ‘‘We consider that unmodi- 
fied E.C.T. is now outmoded.” The team ap- 
proach that we have developed is at least 
one method of making modified E.S.T. avail- 
able to all patients. 

After this introductory explanation of 
why we feel that this technique of modify- 
ing electroshock therapy is important, let us 
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turn now to the team that we have assem- 
bled to give these treatments. 

On May 1, 1955 an experienced physician 
was invited to join our group to do physical 
examinations and care for general medical] 
problems. Approximately six weeks later, 
following a series of physical complications 
from E.S.T., the first in an uneventful two 
year period, it was arranged to begin the 
routine use of succinylcholine in addition to 
the previously used sodium pentothal. The 
part-time service of members of the anes- 
thesia department was engaged and since 
then these have remained in charge of the 
preparation of the patients for E.S.T. The 
treatment room is adequately equipped with 
oxygen tanks and a suction machine. 

After six months the assisting physician, 
who had served four years in medical and 
surgical residencies and for an additional 
year had been in charge of the busy emer- 
gency room of a general hospital, was asked 
to give the E.S.T. He was given careful 
training in the various techniques of electro- 
convulsive therapy, including diencephalic 
stimulation if ordered by the psychiatrist. 
Thus it has been possible for the psychia- 
trists to do more screening, evaluating, and 
supportive therapy. At least two psychia- 
trists are present to interview patients be 
fore treatments, and the general morale is 
thus increased. Because of the caseload, in- 
creased somewhat with the general recogni- 
tion of lessened risks, no undue financial 
stress has been felt by any member of the 
team or the patient. 

Rather than adding to its complexity by 
modifying convulsive therapy, this team ap- 
proach has simplified the total treatment. 
The anesthesiologists, both qualified in their 
fields, have had experience in handling air- 
way and ventilation problems. There have 
been no respiratory complications or frac- 
tures in the modified treatment given to 
date. The only serious incident was that 
of an 83-year-old widow who developed a cor- 
onary thrombosis about twenty-four hours 
after her second E.S.T. The attack was al- 
most asymptomatic and was not reported to 
the nursing or medical personnel. The third 
E.S.T. was given after a two day interval 
and within ten minutes she expired. Au- 
topsy revealed a ruptured myocardium at 
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the site of an acute myocardial infarct and 
there was a recent thrombosis of the right 
coronary artery. She had been a poor risk 
but the family pleaded for E.S.T. as she was 
extremely morose and agitated and had re- 
ceived benefit from a previous series of treat- 
ments four years before. 

We have made the therapeutic team serve 
a useful purpose, diminishing the psychia- 
trists’ load by relieving them of mechanical 
duties and enabling them to spend more time 
with patients to do more effective counseling 
and administration. 

Kalinowsky cautioned against routine use 
of succinylcholine referring to fatalities with 
as little as 15 mgs. In the hands of those 
not qualified to handle problems of apnea 
and related respiratory complications, we 
would also caution against its routine use. 
In fact, like Parsons, we would discontinue 
it entirely if we could not secure experienced 
personnel to provide adequate oxygenation. 
However, with the much improved physio- 
logical state that can be maintained during 
modified E.S.T. when the combination of 
thiopental succinylcholine and oxygen are 
used, we feel that the technique used by a 
team such as we have been able to assemble 
is a very desirable arrangement. 

A coroner made this statement in the case 
of a patient in England who died during 
electro-convulsive treatment: “I hope that 
I will not have to consider any case in the 
future in which there is therapy involving 
loss of consciousness and cessation of 
breathing, however short, on the part of the 
patient where only one doctor is present to 
administer therapy and look after the pa- 
tient in an unconscious state.’”’ The psychia- 
trist had stated that it was impossible to 
have a trained anesthetist present whenever 
E.S.T. was given.'’ 

Those who practice “hospital psychiatry” 
have often been aware of the “‘isolationism”’ 
of some therapists. Perhaps psychiatry has 
suffered more than any other medical spe- 
cialty because of this, as it has given rise 
to much uncertainty in the eyes of the pub- 
lic. This tendency to be insular is partially 
responsible for the existing differences in 
opinion as to the various acute needs of psy- 
chiatric patients. In our experience the 
team approach offers an additional oppor- 
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tunity to bring two or three specialists to- 
gether, working concertedly for the welfare 
of the individual patient. Contacts with 
other physicians utilizing the anesthesiolo- 
gists, naturally bring about a certain feeling 
of belonging which might be well for some 
of our colleagues to cultivate. Related an- 
cillary professional help, such as the clinical 
psychologist, the psychiatric social worker, 
and the trained counselors, including chap- 
lains, indirectly become better appreciated 
by those physicians not trained in psychia- 
try. We feel that there is need for a change 
in the role of the psychiatrist in relation to 
hospital work, especially in view of the great 
shortage of well qualified psychiatric per- 
sonnel. 

Brill*’ pointed this out in his discussion 
of the problem of emotional illness: ‘Even 
now, with so many of our trained psychia- 
trists turning away from the treatment of 
the sickest patients, the psychotics, in their 
private practice, and with some clinics doing 
the same, we would not be able to have any 
kind of treatment program for our hospital- 
ized and clinic patients were it not for the 
immeasurable amount of help we are getting 
from nurses, psychologists, social workers, 
attendants, occupational and physical ther- 
apists, recreational and educational work- 
ers and volunteers. ... 

“We must continue to search for briefer 
and less costly methods of treatment, and 
always bear in mind that we are just at the 
threshold of psychological medicine with a 
truly long way to go.” 

Lichtenberg’' pointed out the changing 
role of psychiatrists in the state hospitals, 
which should be very little different from 
other hospitals. The new role is that of 
“supervising therapist, administrator, and 
coordinator of a functioning treatment 
team.” There are many others today who ap- 
peal for increased collaboration of the psy- 
chiatrist with other specialists, such as neu- 
rosurgeons, neuro-opthalmologists, and other 
related fields of neurology, as well as oto- 
laryngologists and dental surgeons. 

In summary, it is suggested that for the 
best interest of the patient some team ap- 
proach, as illustrated above, be utilized in 
giving electroshock therapy. The psychia- 
trists utilizing “hypsiodynamic”’ procedures 
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seem best fitted to bridge the gap which has 
so long existed between psychiatry and the 
other specialties. We feel that a better 
physiological state during E.S.T. can be 
maintained by the thiopental-succinylcho- 
line-oxygen technique, and that a therapeu- 
tic team gives the psychiatrist freedom to 
interview and screen patients. While it is 
ideal to have a trained anesthesiologist pres- 
ent, it would seem satisfactory to utilize 
the services of a physician who has had ad- 
equate instruction in dealing with respir- 
atory problems. It is not the purpose of the 
author to dictate any new policies in the use 
of E.S.T., inasmuch as there are undoubtedly 
locations and situations where adequate help 
is not available. There may be emergencies 
where the conventional treatment still must 
be used. It is our opinion that the matter 
of choice of treatment should be left to the 
psychiatrist in charge of the individual case, 
but we do feel that a treatment team as de- 
scribed is worth the effort and is a most ef- 
ficient method of administering EST in a 
busy psychiatric practice. 

We are pleased with our team approach, 
and our total for this type of treatment has 
now reached 10,151. In all these treatments 
we have had one case of aspiration pneumo- 
nia. We have had no further cardiovascular 
complications, and have had no fractured 
bones. 
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Evaluation of Treatment Procedures in Psychiatry 


JACKSON A. SMITH, M.D., and CEcIL L. WITTSON, M.D. 


In an effort to establish a method of eval- 
uating the increasing number of new treat- 
ment procedures being advocated for psy- 
chiatric patients, 125 unselected reports on 
somatic and psychotherapeutic treatment 
methods were surveyed. Since there is not 
yet a prevailing accord as to what consti- 
tutes improvement, how improvement can 
be measured, or what is most likely to bring 
it about, this survey was chosen as a means 
of determining how improvement was being 
measured during the interval before com- 
plete agreement was reached. 

The frequency with which controls were 
included, follow-up studies were done, and 
the methods of reporting behavioral change 
were noted. Whether such pertinent factors 
as duration of hospitalization, the simulta- 
neous use of other treatment procedures, 
and the comparison of similar groups were 
considered in the evaluations, was checked. 


Findings 

The therapeutic effectiveness of 27 differ- 
ent types or combinations of treatment were 
reported in these papers. At first appraisal 
the results were encouraging, since only 
seven of the studies showed less than 40% of 
the treated group improving, and in only 
three of these were the results totally inef- 
fective. The remaining 118 reported 40% 
or more of the patients improved with this 
change being attributed to the procedure be- 
ing tested. 

Several terms such as: “totally recov- 
ered,” “recovered,” ‘excellent response” and 
“marked, moderate or slight improvement” 
were used to describe a change of behavior 
in the patients being treated. The majority 
of these reports pertained to inpatients, and 
the most frequent measure of improvement 
was a decrease in disturbed behavior with 
the patients becoming more manageable. The 
degree of this improvement was equated to 
movement to a less disturbed ward or area 
in the hospital or in those considered ‘‘mark- 
edly improved,” a return to the community. 
Such factors as the development of insight, 
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and an increased ability to socialize and par- 
ticipate in ward activities were included in 
some but not all the evaluations. Informa- 
tion as to whether the patient’s delusions or 
hallucinations ceased or whether he merely 
became indifferent to them was not routinely 
provided in the papers in which these symp- 
toms were described as existing before treat- 
ment. 

In other reports, the patients were de- 
scribed as improved or unimproved on the 
basis of a “clinical evaluation” only, with- 
out the basis of the evaluation’s being clari- 
fied. In nine papers, more than one psychia- 
trist evaluated the patient and the conclusion 
was an expression of two or more opinions. 

In a few reports in which a drug was being 
evaluated the majority of the observations 
were made by ward personnel and their con- 
clusions were apparently the chief factor in 
determining the value of the medication. In 
a disturbed ward manageable, non-disturb- 
ing inactivity may certainly reflect a level 
of improvement in the previously hostile or 
belligerent patient; and the ward personnel’s 
prolonged contact with the patient may pro- 
vide an opportunity for adequately judging 
any change of behavior; however, the valid- 
ity of this judgment would be limited by the 
interest, training and experience of the par- 
ticular personnel. Too, these personnel are 
confronted with the same problem as the in- 
vestigator in describing and communicating 
significant changes. 

Psychological tests prior to and following 
treatment were used as a measure of evalu- 
ating improvement in many of these 125 re- 
ports. Unfortunately, two shortcomings fre- 
quently prevented these psychological find- 
ings from being as informative as they were 
intended: first, there was such a variety of 
tests designated only by the name of the 
individual who devised the procedure or the 
institution where it was developed, that only 
those expert in the field of psychological 
testing could have interpreted the results; 
in only three instances was the validity of 
the test discussed and it was the exception 
that gave in detail what the test was de- 
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signed to measure. However, it was encour- 
aging to find that this lack of familiarity 
with some psychological tests was not a pe- 
culiarly psychiatric defect, since questioning 
psychologists revealed that they were not to- 
tally familiar with all of the tests used nor 
were they unanimous in agreeing on the va- 
lidity of the procedures. Of course these 
tests can be found in the literature where 
their value and limitations will be described, 
but the flesh is weak, and it is probably the 
exceptional reader who makes the effort to 
check the test. 

In 41% of these reports the only controls 
were the patients themselves and the altera- 
tion or lack of it occurring in their behavior 
during the treatment period was the meas- 
ure of the procedure’s effectiveness. In this 
41% there were neither non-treated controls 
nor follow-up studies. In 17% of this series 
of reports there were both non-treated con- 
trols and follow-up studies. These follow-up 
studies were from six weeks to ten years 
following treatment and varied from read- 
mission to the hospital for evaluation to a 
questionnaire mailed to the patient. The re- 
maining 42% of the reports had either an 
untreated control group or a follow-up, but 
not both. 

These reports were arbitrarily divided into 
three groups depending on the number of 
patient’s treated to determine if there were 
different effects in response to a given proce- 
dure in a larger series as compared to a 
smaller. The first group was composed of 
those papers reporting the results of treat- 
ment of 100 patients or less; the second 
group included between 100 and 200 patients, 
and the third group was limited to those 
studies involving more than 200 patients. 
Three methods (electroshock therapy, chlor- 
promazine and reserpine) were evaluated in 
reports included in these three numerically 
different groups; there were no significant 
differences peculiar to the size of the group 
treated. 

There were some rather marked differ- 
ences in the reports of individual investi- 
gators with the same method, regardless of 
the number of patients in the series. For 


instance, one individual reported 100% of 
the patients improved with a given drug, 
while another found only 33% showing a 
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favorable change. With another method, 
48° of those in one series were helped, 
while a second investigator found the method 
totally ineffective. 

The most treatable and frequently cured 
group of patients appeared to be the alco- 
holics and through the years they have also 
been the most cooperative. They seemed 
most treatable since they responded to the 
broadest spectrum of therapies and most 
cooperative because they responded equally 
well to the opposite application of the same 
therapy. For instance, from 1916 until 1937 
when delirious, they were dehydrated by re- 
stricting fluids and by purgation, and they 
responded; from 1937 until the present, they 
have been hydrated and deprived of purga- 
tives and they continue to respond. Perhaps 
in no single diagnostic group is a follow-up 
to determine the duration of a particular 
“cure” more desirable nor more disappoint- 
ing. 

A factor rarely considered in these reports 
on therapy was the importance of the selec- 
tion of patients to be treated, particularly on 
the basis of the duration of hospitalization. 
Since Zubin states that between 80-90% of 
those who recover sufficiently to be dis- 
charged following admission to a mental hos- 
pital will be discharged during the first year, 
any therapy done on a large series of pa- 
tients hospitalized less than one year should 
show a much more favorable improvement 
rate than a similar study on patients hos- 
pitalized two years or more. Kramer’s study 
of the population at the Warren State Hos- 
pital confirms this and shows that after two 
years of hospitalization, the probability of 
release is no greater for the group entering 
between 1946 and 1950, than it was for those 
hospitalized between 1916-25. 

Another seldom mentioned, but deciding 
quality in the results of therapy if discharge 
from the hospital is taken as evidence of 
“marked improvement,” is the patient who 
has a history of multiple admissions. A study 
of 34 patients who had repeatedly required 
hospitalization for a brief period of from 
one to six months, revealed that in the past 
they had responded equally well to different 
therapies, and the older patients had re- 
covered spontaneously before electroshock 
treatment or insulin was available. The dis- 
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crepancies in reported results with pharma- 
cological, somatic and _ psychotherapeutic 
treatments may result from the different 
types of patients treated. 

Aside from the evaluation of improvement, 
two other aspects noted in this series were 
of interest. First, the frequency with which 
some procedures were reported in compari- 
son with others. For instance, lithium ci- 
trate has been reported as being effective 
therapeutically in about the same percent- 
age as chlorpromazine, but therapeutic trials 
have been relatively rare. 

Too, there is a question as to whether im- 
provement in the mentally ill should be equ- 
ated and compared to the general population, 
the patient’s premorbid state or others with 
an illness of a similar duration, severity and 
diagnosis. Improvement in the psychoneu- 
rotic reactions would seem most validly com- 
parable to the general population; the 
changes in those with psychotic reactions 
of recent onset might well be compared to 
their premorbid adjustment, whereas the 
chronically ill patient who has been hos- 
pitalized for several years might show a rel- 
ative improvement in behavior without being 
able to regain the level of adjustment at- 
tained prior to hospitalization. It would ap- 
pear then that improvement following treat- 
ment with any procedure could best be eval- 
uated by comparing similar treated and un- 
treated groups. 

There are few recent extensive reports of 
the results of psychotherapy; Luff’s report 
on 500 cases and the study done at the Ber- 
lin Clinic were published more than 20 years 
ago, A more recent report by Denker of 500 
cases who claimed total disability due to a 
psychoneurotic reaction were not seen by 
psychiatrists. In Denker’s group a return 
to work was considered a recovery, and he 
found that at the end of the first year 44.6“ 
had returned to work, and by the fifth year 
90% were working. Luff’s group of 500 
showed an improvement rate of 65.5 at the 
time of discharge which was maintained by 
d0% of the patients after three years when 
they were re-assessed. These groups are 
only comparable diagnostically since a pa- 
tient may improve sufficiently to resume 
work with little or no alteration in the con- 
flicts which originally produced the illness. 
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However, had these patients been hospital- 
ized, their return to work would have in- 
cluded them in the ‘“‘much improved” group. 

In comparing the results of somatic and 
pharmacological therapy with the reports of 
psychotherapy, it is evident that the more 
disturbed or “turbulent” the patient, the 
easier the evaluation of improvement. In the 
somatic and pharmacological evaluation, the 
skill and experience of the psychiatrist are 
seldom considered, whereas in evaluating the 
result of psychotherapy the importance of 
the therapist as an individual is repeatedly 
stressed even more than his particular meth- 
odology. Factors frequently mentioned as 
being of great importance in determining the 
results of psychotherapy are the experience 
and maturity of the therapist and his inter- 
est in a particular type of illness. Zubin’s 
plea that different therapists make their re- 
ports in “Basic English” to allow for com- 
parison of results is well taken in the evalu- 
ations of psychotherapy Murphy’s observa- 
tion that the longer the duration of any 
therapy the greater the chance that outside 
factors will influence the result was not con- 
sidered in any of these reports. If the pe- 
riod of treatment is prolonged, the factor of 
aging should also be considered as Wilder 
has pointed out. He also concluded that from 
figures gathered from various sources, the 
differences in results of psychotherapy be- 
tween hospitals, clinics, psychoanalytic in- 
stitutions and private psychoanalysis are not 
too impressive, especially when the cases are 
followed up after discharge. 


In the evaluation of the results of psycho- 
therapy the following statement on the prob- 
lem made by Kubie in 1948 still seems ap- 
propriate: “The fact of the matter is that it 
has never been possible to establish a clear 
correlation between the extent of therapeu- 
tic treatment or of the insight attained. All 
of this remains a battleground for dogmatic 
biases and unacknowledged a priori assump- 
tions.” 


Summary 


From this survey it would appear that a 
given procedure would have to be tested on 
patient groups comparable as to the dura- 
tion of their illness, age and previous his- 
tory, and that the procedure’s therapeutic 
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effectiveness could then be determined for 
patients of this type. Also, the standards by 
which improvement is to be measured should 
apparently be determined by the groups be- 
ing tested. 

In order that the work of different groups 
can be compared some national standardiza- 
tion of criteria for improvement will be nec- 
essary. There is an equal need for agree- 
ment as to which psychological tests are 
most desirable and valid for the measure- 
ment of particular factors. 

It seems unlikely that either of these needs 
can be immediately solved to everyone’s sat- 
isfaction, but even imperfect criteria would 
be more informative than each investigator 
having to establish his own standards, 
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Ineffectiveness of Chlorpromazine and Rauwolfia Serpentina 


Preparations in the Treatment of Depression 
LAWRENCE H. GAHAGAN, M.D., PH.D. 


It has been my observation for some time 
that every depressed patient whom I have 
examined or treated had received somewhere 
along the line an ineffective course of chlor- 
promazine or a Rauwolfia serpentina prepa- 
ration or a combination of these drugs. 
Such treatments were, of course, given with 
high expectancy of success. In the interest 
of simplicity, Rauwolfia serpentina prepara- 
tions will be referred to as reserpine, which 
is actually one of the component alkaloids of 
the whole root. Reserpine is, on a weight 
basis, 1,000 times as effective as the whole 
root. 

A brief experience with these drugs wiil 
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reveal that as a rule, neither is effective in 
the treatment of depression. Since there 
exists a highly effective, well known and rea- 
sonably safe method of treatment of depres- 
sion—early and adequate electrotherapy— 
the question comes to mind: why has elec- 
trotherapy been subordinated to drug ther- 
apy? This is the inevitable conclusion to 
be drawn from the glowing reports emanat- 
ing from state hospitals. It is, of course, 
much simpler to give a patient a pill than 
to administer an electrical treatment, but 
this does not settle the question. What is 
the relative effectiveness of the two methods 
of treatment? 

It is recognized that electrotherapy, even 
when done under careful conditions, carries 
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a small but significant risk of serious injury 
or death.'** It must also be recognized that 
neither chlorpromazine nor reserpine is in- 
nocuous.*"'* Either may be associated with 
serious complications, side-effects and toxic 
effects, and there are also a few scattered 
reports of death associated with their use. 
It is my observation that neither chlorprom- 
azine nor reserpine is ordinarily a satisfac- 
tory treatment for depression; in fact, either 
of these drugs may induce or aggravate de- 
pression. This latter statement is particu- 
larly relevant in the case of reserpine.*:":'"""' 


Since the experience of any private prac- 
titioner of psychiatry is necessarily limited 
in numbers and may, therefore, be atypical, 
it seemed to me that it would be useful to 
compare my experience with that of other 
physicians, who are observing the effects of 
these new drugs. So, largely through cor- 
respondence, I obtained the opinions of 25 
other physicians—21 psychiatrists and 4 in- 
ternists—located at various points in the 
United States from Boston to Los Angeles. 
My thanks extend to these physicians for 
their prompt and unambiguous replies. Sev- 
eral have published reports on these new 
drugs; all are known for their interest in the 
clinical applications of neuropharmacology. 


The consensus obtained was in agreement 
with my conclusions with several noteworthy 
exceptions and qualifications. These will 
first be cited. Ford'' writes: 


‘We have had some success (with chlorproma- 
zine) in true depressions ... I would say it worked 
only in those patients who had been chronically anx- 
ious for a long time and finally became depressed or 
there was a great deal of agitation.” 


Kinross-Wright'’ writes: 


‘. . in a number of cases of depression, particu- 
larly the agitated involutional variety, but also in 
the simple retarded type, excellent responses have 
been achieved with chlorpromazine alone. It is nec- 
essary to give intensive dosage and to persevere 
with a full course of chlorpromazine treatment, de- 
spite the fact that initially the patient seems to 
grow more depressed. Why only a relatively small 
percentage of depressed patients respond satisfac- 
torily, I do not know.” 


McGraw" writes: 


“|, . Chlorpromazine is good in depressions if 
there is agitation and reserpine is sometimes good 
if there is anxiety.” 
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Pollack'’ writes: 


“. . . There are, however, a number of patients 
who do well under chlorpromazine alone, and these 
are depressions which are accompanied by a great 
deal of anxiety, restlessness, and projections and 
introjections.” 


Joseph Wortis'* writes: 


“I have seen a few cases of depression (usually 
agitated depression) which were helped by reser- 
pine.” 


These excerpts are the only ones which 
favor in any way the use of either reserpine 
or chlorpromazine in the treatment of de- 
pression, These statements can be fairly 
summar:zed, I believe, by saying that the 
successful use of these drugs in the treat- 
ment of depression is limited, and whenever 
these drugs are beneficial, the effect is mostly 
upon certain accompaniments of depression, 
particularly agitation or anxiety or both. 

I shall now turn to the excerpts, in which 
there are expressions of dissatisfaction with 
the use of these drugs in the treatment of 
depression. Because of space limitations, I 
cannot quote all the relevant statements. 
However, I have selected a fair sampling so 
as to hear from both the psychiatrists and 
internists. 

Achor’’ writes: 


“IT am personally convinced that all Rauwolfia 
preparations have the same propensity for increas- 
ing the vulnerability of patients to depressive epi- 
sodes.”’ 


Donnelly*’ writes: 


“|. . It is my feeling that in agitated depressions 
(chlorpromazine and reserpine) are useful in con- er 
trolling the anxiety and agitation but seem to have ek 
little effect on the depression itself. It appears to 
me that the depression may seem to become deeper 
but it is my impression that this is due to the re- 
moval of anxiety. ... It is also my impression that 
initially the use of electroshock therapy decreased 
considerably in hospitals, public and private, but I 
have also gathered recently that the use of electro- 
shock therapy is again increasing. . . . In depres- 
sions chlorpromazine is of use as an adjuvant and 
as yet has not been proven that it can replace elec- 
troshock therapy. .. . I have seen manic episodes 
converted into depressions (through the use of these 
drugs) but have not seen the reverse.” 


Dunne’! writes: 


“I have not found (chlorpromazine) to be of any 
use in the treatment of depressive states. In fact 
I have observed that the depression has become very 
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much increased following the use of chlorpromazine. 
I have had the unfortunate experience of two cases 
with mild depressive states who, following the ad- 
ministration of chlorpromazine committed suicide 
and I am quite convinced that it was the drug which 
was responsible for increasing the depression to such 
an extent. ... I have also found that (reserpine) 
produces a severe depression in a number of cases 
where depression had not existed before, and the 
drug had to be withdrawn on this account. Fur- 
thermore, a number of cases of depression did not 
clear up following the withdrawal of reserpine and 
E.C.T. had to be administered. E.C.T. was success- 
ful in all cases in clearing up the depression.” 


Epstein*’ writes: 


“(Reserpine) is distinctly contraindicated in de- 
pressions and, in fact, there is a distinct danger, 
not only of causing a depressed patient to become 
more depressed, but in actually making him sui- 
cidal.” 


Gayle*’ writes: 


“Reserpine and chlorpromazine are not effective 
in depressions, and. . . reserpine often makes them 
worse.” 


Gottlieb*! writes: 


“(Chlorpromazine and reserpine) gave little, if 
any benefit to patients with depression and in fact, 
sometimes made them worse, so that they were dis- 
continued. ... It has been some time since I have 
used these drugs or suggested their use for patients 
with depressions.” 


Hoch*’ writes: 


“(Chlorpromazine and reserpine) are no help in 
patients who are suffering from depressions.” 


Kalinowsky** writes: 


“I agree with you on the uselessness (of chlor- 
promazine and reserpine) in the treatment of de- 
pressions, and I have the same experience you have 
that most patients who are sent to me for ECT in 
a depression and who had been taking these drugs 
for varying lengths of time, had no benefit from 
them. . . . It has also been more and more recog- 
nized that reserpine, used in hypertension, can pro- 
duce depressions in patients who never had such 
conditions before.” 


Kinross-Wright'’ writes: 


“. . . Reserpine should not be given to patients 
who are, or have been, depressed. In many cases, 
it is a powerful depressant agent.” 


Mendlowitz** writes: 


“I have within the last month seen four cases of 
reserpine depression and I believe that the warning 
signals appear several months before the depression 
sets in. It may last as long as two or three months 
after cessation of depression.” 
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Schroeder? writes: 


“The interesting thing to me is that (reserpine), 
used so widely for psychosis and psychoneurosis, 
will actually produce the disease.” 


Warshaw’’ writes: 


“This danger of depression makes me reluctant 
to use this drug (reserpine) except in cases where 
the conventional sedatives have failed. ...I believe 
that those patients who complain of persistent and 
troublesome nightmares under reserpine therapy 
will go into depression if the drug is continued... . 
Many patients with depression present themselves 
with symptoms of nervous tension, anxiety and agi- 
tation. It is difficult to separate this group from 
those who present similar symptoms without the 
underlying depression.” 


Joseph Wortis'* writes: 
“IT have also seen several cases of depression 


caused by reserpine which was administered for 
hypertension.” 


Ziskind*’ writes: 


“. . . Some patients have gone on to suicide in 
addition to others who have been prolonged in their 
period of illness, because these drugs (chlorproma- 
zine or reserpine or both) have been given in place 
of electrotherapy.” 


In concluding this presentation, I should 
like to take this opportunity to speculate 
briefly upon the reason why the failure of 
these drugs, reserpine and chlorpromazine, 
to relieve depression is regarded so lightly. 
I believe that this situation is largely due to 
the fact that the main reports about these 
drugs emanate from state hospitals and sim- 
ilar institutions. In general, the results and 
conclusions derived from studies of state 
hospital patients are at best only marginally 
applicable in the care of private psychiatric 
patients. In state hospitals, the main varie- 
ties of illness are chronic schizophrenia, se- 
nile psychosis and the related psychosis with 
cerebral arteriosclerosis. In private practice 
we deal mostly with anxiety, depression, 
character disorders, the gamut of psycho- 
somatic complaints, and alcohol and other 
drug dependencies, 

Since the advent of electrotherapy, depres- 
sion is primarily a disease treated in private 
practice. Asa result, the state hospital psy- 
chiatrist, in speaking of a disturbed patient, 
rarely has in mind a depressed patient; he is 
apt to be thinking of a chronic, deteriorated 
schizophrenic or an elderly patient with an 
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organic psychosis. The commonness of the 
problem of depression in private psychiatric 
practice, as opposed to the rarity of schizo- 
phrenia, is well described by Fabing:*' 


“In all the talk about schizophrenia which is go- 
ing around, other functional psychoses have been 
lost in the shuffle. This shouldn’t be. Although 
schizophrenia is a far more chronic disease, and 
althought it fills more long-term hospital beds, mel- 
ancholia is a more common disorder. My associ- 
ates and I, who meet all comers, and who can best 
be described as general practitioners of disorders 
of the nervous system, ... find that we encounter 
at least four or five new cases of melancholia to 
every one of schizophrenia in our consulting rooms.” 


This dissimilarity between state hospital 
and private psychiatric practice is the crux 
of the problem. Another facet of this prob- 
lem is the difference in therapeutic aim be- 
tween the two types of practice; this can per- 
haps best be explained by posing two ques- 
tions. In private practice, the basic question 
is: how does the patient feel? In the state 
hospital, this question is: how does the pa- 
tient behave? 


Summary 


Chlorpromazine and reserpine are, as a 
rule, ineffective in the treatment of depres- 
sion, From the standpoint of psychiatry, 
these drugs are essentially anti-excitants; 
for this reason their usefulness is greater in 
state hospitals and related institutions where 
there are large numbers of disturbed schizo- 
phrenic patients and those suffering from 
organic psychoses. 

Chlorpromazine may be occasionally use- 
ful in controlling the excitement which ac- 
companies certain cases of depression with- 
out, however, favorably affecting the depres- 
sion itself. Reserpine may precipitate or 
aggravate depression. It should not be used 
in the presence of a depression or probably 
whenever there is a history of depression. 
Signs of early or impending depression, such 
as nightmares and other sleep disturbances, 
should be heeded in the patient who is re- 
ceiving reserpine. 
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Treatment of Ambulatory and Hospitalized Psychiatric 
Patients with Trilafon 


FRANK J. AYD, JR., M.D. 


Although the pharmacological treatment 
of psychiatric disorders is a nascent science, 
there are already a plethora of new tran- 
quilizers. In spite of the proven value of 
some of these compounds, none of them are 
universally effective and there is a need for 
other new drugs. Perphenazine (tradenamed 
Trilafon), a phenothiazine derivative, is a 
new tranquilizer which is rapidly effective 
with a minimum of side effects. Because of 
its potency and rapid absorption small doses 
are usually therapeutic. Consequently phys- 
iologic and neurologic responses are mini- 
mal thus avoiding side effects which might 
complicate treatment. 


In a previous clinical trial of Trilafon on 
geriatric patients with psychiatric ailments 
this drug was found valuable for the sympto- 
matic treatment of any psychiatric illness 
in which anxiety, agitation or psychomotor 
excitement predominated.' In view of these 
findings, a more extensive clinical evaluation 
of this drug was undertaken. 


Scope of Study 


Trilafon was administered to 300 neurotic 
and psychotic patients between the ages of 
16 and 80 diagnostically classified: schizo- 
phrenic reactions—paranoid 92, catatonic 8, 
unclassified 14, schizo-affective 27, pseudo- 
neurotic 5, simple 20; manic-depressive re- 
actions, depressed 8, manic 16, hypomanic 4; 
involutional agitated depression 31; psycho- 
neurotic reactions—anxiety 22, obsessive- 
compulsive 13, tension-depression 15; senile 
psychosis 25. 

All patients were selected for treatment 
because anxiety, agitation, or psychomotor 
excitement was the predominant symptom of 
their illness. The majority were treated on 
an ambulatory basis, but some initially were 
treated in a general hospital (Franklin 
Square Hospital) or a psychiatric institution 
(Taylor-Manor Hospital). Prior to and at 
the end of treatment these patients were 
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evaluated by a clinical team of three psy- 
chiatrists and two clinical psychologists. 
Since most patients were home during a por- 
tion of their treatment opinions also were 
sought from family physicians and relatives. 


Technique of Therapy 


The dosage and route of administration of 
Trilafon varied with the severity and acute- 
ness of the patient’s condition. In mildly dis- 
turbed patients the initial dosage was 2 
mgm. four times a day or 4 mgm. twice daily. 
If further tranquilization was needed the 
dosage was increased by increments of 2 
mgm. or 4 mgm. until the therapeutic level 
was reached. The most effective therapeu- 
tic dose for this type of patient was 8 mgm. 
per day. The patient was maintained on 
this dosage from two weeks to several 
months and then Trilafon was discontinued 
gradually. The duration of treatment va- 
ried from one to ten months depending on 
the severity of the illness, the average being 
three months. If symptoms recurred as dos- 
age was reduced the previous therapeutic 
dose was resumed. This was not always ef- 
fective and then larger doses were pre- 
scribed. In a few instances maintenance 
therapy has been required to preserve im- 
provement. 

The treatment of acutely disturbed pa- 
tients was initiated by administering Trila- 
fon orally or intramuscularly. Most patients 
were given 8 mgm. to 16 mgm. orally two 
or four times a day. The maximum required 
seldom exceeded 100 mgm. daily, although as 
much as 200 mgm. per day was needed in 
the rare patient. When parenteral medica- 
tion was employed the dosage was 5 mgm. 
to 10 mgm. every four to six hours. After 


three or four intramuscular injections oral 
medication was started. Thereafter, the dos- 
age was adjusted for the patient and grad- 
ually reduced as improvement occurred. 
Acutely disturbed patients required an aver- 
age of one month of treatment on high doses 
before the dosage could be reduced. 
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Since Trilafon is not a powerful hypnotic, 
barbiturates were prescribed whenever in- 
somnia was severe. Such combined therapy 
was safe and practical because Trilafon does 
not potentiate hypnotics. Moreover, this drug 
did not impede psychotherapy but facilitated 
it as anxiety was relieved without causing 
psychomotor retardation, 


Therapeutic Results 


To assay the benefits of Trilafon therapy 
the following criteria were employed: (1) 
marked improvement indicated complete re- 
mission from overt symptoms of a psychosis 
or neurosis, and (2) moderate improvement 
signified a sufficient degree of symptomatic 
relief to permit the patient to function sat- 
isfactorily. By these standards 216 of the 
300 patients studied were improved (Ta- 
ble 1). 


TABLE ONE 
Diagnostic Grouping and Therapeutic 
Results 
DIAGNOSIS IMPROVEMENT 
= 
= x 
Schizophrenic Reactions 
Paranoid ..:...:.: 44 28 20 
Schigo-affective 5 16 6 
0 2 3 
0 10 10 
Manic-Depressive Reactions 
3 1 0 
Involutional Agitated Depression 4 9 18 


Psychoneurosis 


Obsessive-Compulsive ................ 3 6 4 
Tension-Depression 6 2 
5 17 3 


The symptomatic response varied with the 
severity of the condition treated. The more 
pronounced the emotional distress, the more 
striking was the effect of Trilafon. Conse- 
quently, the most dramatic improvement was 
observed in acutely ill patients where emo- 
tional turbulence and disturbed behavior was 
replaced by placidity. Comparable thera- 
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peutic results were observed in the neurotic 
and mildly disturbed psychotic patients but 
in these individuals behavioral changes were 
less prominent. Chronic neurotics and psy- 
chotics who had little overt anxiety and 
were complacent rather than disturbed, de- 
rived little or no benefit from Trilafon. Thus, 
it should be emphasized that Trilafon is not 
specific for any psychiatric illness but is 
most likely to be beneficial whenever anxiety, 
agitation or psychomotor excitement occur 
regardless of the duration of these symp- 
toms. 

Trilafon was not an effective treatment 
for endogenous depressions. However, if the 
depression was accompanied by anxiety or 
agitation the drug relieved these symptoms. 
In such patients it was found that a combi- 
nation of Trilafon and _ electroconvulsive 
therapy was safe and effective. At the 
Franklin Square Hospital and Taylor Manor 
Hospital where additional studies of this 
drug are being made, over 500 combined 
Trilafon-electroconvulsive treatments have 
been administered and apnea, hypotension, 
cardiac irregularity or other adverse reac- 
tions have not been observed. 


Case Histories 


Case #1: This 32 year old white woman was hos- 
pitalized for a hemorrhoidectomy. Post-operatively 
she developed an acute catatonic excitement dur- 
ing which she was hallucinated, deluded, noisy and 
difficult to manage. Previously she had been hos- 
pitalized on three occasions for three months to a 
year for catatonic episodes and treated with insulin 
shock and several courses of electroshock. Her last 
hospitalization was four years before. 

This patient was started on Trilafon 90 mgm. 
daily intramuscularly and orally. The dosage was 
raised to 150 mgm. daily. By the fifth treatment 
day she was improved and the dose was reduced to 
50 mgm. daily. Three weeks after the onset of 
her acute psychosis the patient was discharged in 
a state of remission on a maintenance dose of 16 
mgm. daily. For the past year she has been symp- 
tom free. 

Case #2: This 36 year old white woman was 
brought to the hospital by the police. For two 
years she had been manifesting symptoms of a par- 
anoid schizophrenic psychosis. She was arrested 
because of disturbed behavior prompted by her per- 
secutory ideation. 

She was started on Trilafon 48 mgm. a day. 
Within a week improvement was apparent and 
Trilafon was reduced to 24 mgm. daily. Seven 
weeks later she was recovered from her psychosis 
and discharged from the hospital on a maintenance 
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dose of 16 mgm. daily. This was gradually re- 
duced over a period of several months. When last 
seen nine months after admission there was no evi- 
dence of a psychosis. 

Case #3: This 50 year old white woman was ad- 
mitted to the medical service because of multiple 
physical complaints. A thorough diagnostic workup 
revealed no organic basis for her complaints and 
psychiatric consultation disclosed an unclassified 
schizophrenic psychosis with multiple somatic delu- 
sions. Treatment with Trilafon was initiated with 
oral doses of 48 mgm. daily. This was increased to 
a maximum of 64 mgm. daily. After three weeks 
the patient was discharged symptomatically im- 
proved on 48 mgm. Trilafon daily. The dosage was 
gradually reduced over a five month period with 
progressive improvement. Two weeks after her dis- 
charge from the hospital she returned to her work 
as a secretary. 


Side Effects 


Because of the widespread publicity given 
to the side effects caused by other tran- 
quilizers, particular care was taken to note 
every adverse reaction to Trilafon. These 
were divided into normal reactions, i.e., those 
due to the physiologic and neurologic action 
of the drug, and allergic reactions due to hy- 
persensitivity to the compound. Neither in 
this group nor in a much larger group of 
patients to be reported on later has sensi- 
tivity or intolerance to Trilafon been ob- 
served. This drug has not caused jaundice, 
agranulocytosis, any type of dermatological 
reaction such as photosensitivity, exanthe- 
matic eruptions, urticaria or contact derma- 
titis. Nevertheless, since Trilafon is a phen- 
othiazine physicians must be alert for ad- 
verse reactions and institute counteracting 
measures immediately. 

The physiologic side effects of Trilafon are 
seldom serious. They are related to the dos- 
age and seen most frequently in the early 
weeks of treatment when larger amounts are 
used. They are transient, even with contin- 
ued medication, and seldom require other 
medication to counteract them. In doses of 
8 mgm. to 16 mgm. daily Trilafon may cause 
dryness of the mouth, miosis, weakness and 
fatigue, aching arms and legs, constipation 
and increased dreams. These cause little 


subjective discomfort and are elicited usually 
only by direct inquiry. Larger doses, 24 
mgm. to 48 mgm. daily, intensify these re- 
actions and also may Cause epigastric dis- 
tress, nausea, dizziness, and infrequently 
tachycardia. 


Generally these are mild and 
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not anxiety provoking. They remit with 
reduction of dosage. Prolonged treatment 
may cause endocrine responses manifested 
by weight gain, lactation and menstrual 
changes. Hypotensive reactions, tempera- 
ture variations, diarrhea, enuresis, nasal con- 
gestion, depression, depersonalization or 
other psychic reactions were not seen. 

Trilafon may cause motor restlessness and 
parkinsonian manifestations. Parenteral Tri- 
lafon induce these rapidly and also may 
cause brief attacks of torticollis, retrocollis, 
and dystonic symptoms. These extrapyrami- 
dal symptoms are related to the dose and 
duration of treatment. They are most com- 
mon in doses over 20 mgm. daily but may 
occur with lower amounts, especially with 
long term medication. Most patients are dis- 
turbed by the motor restlessness and tremu- 
lousness and object to further Trilafon ther- 
apy. However, a reduction of the dose or 
an anti-Parkinson drug relieves or abolishes 
these drug induced extrapyramidal symp- 
toms so that it is unnecessary to stop Tri- 
lafon therapy. 


Comment 


Like other tranquilizers Trilafon is not 
universally effective nor does it provide a 
guarantee against relapse. The value of this 
drug is the small degree of functional dis- 
ability it causes despite its potency. Its 
proper use abbreviates hospitalization; ac- 
celerates the process of normal recovery; fa- 
cilitates psychotherapy; and permits am- 


TABLE TWO 
Major Side Effects of Various Phenothiazine 
Derivatives 
*, = = 
2 6 @..¢ 
Parkinsonism Yes Yes Yes Yes “Yes 
Dermatitis No Yes Yes Yes Yes 
Photosensitivity No Yes Yes Yes Yes 
Seizures No Yes Yes Yes Yes 
Jaundice No Yes Yes Yes No 
Agranulocytosis No Yes Yes Yes No 
Hyperthermia No Yes Yes Yes No 
Hypotension No Yes Yes No No 
Toxic Psychosis No Yes No Yes No 


“Three hundred patients. 
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bulatory treatment for many patients. The 
few side effects it causes makes it especially 
suitable for out-patient and office use. Thera- 
peutic doses for the average ambulatory pa- 
tient cause a minimum of psychomotor re- 
tardation. The majority of the patients in 
this project were home and working unham- 
pered by lethargy or impairment of the psy- 
chic function during the major portion of 
their treatment. 

When compared to other phenothiazine 
derivatives employed as tranquilizers Trila- 
fon was found to cause fewer troublesome 
and potentially serious side effects which en- 
hances its value for office use. (Table 2.) 


Summary and Conclusions 


Trilafon was administered to 300 patients 
with a variety of psychiatric disturbances. 
On the basis of the effects produced in this 
group of patients it is concluded that: 

1. Trilafon is a potent tranquilizer which 
is rapidly absorbed and therapeutically effec- 
tive in small doses. 

2. Trilafon is useful in the treatment of 
any psychiatric patient manifesting anxiety, 
tension, agitation, and psychomotor excite- 
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ment. Its beneficial effects are most striking 
in the acutely ill patient and least evident 
in chronic neuroses and psychoses with lit- 
tle or no affective disturbance. 

3. Trilafon facilitates psychotherapy since 
it reduces anxiety without causing psycho- 
motor retardation, or other undesirable psy- 
chological reactions. 

4. Trilafon causes a minimum of trouble- 
some and potentially serious side reactions. 
Thus, it possesses some advantages over 
other tranquilizers, especially for office use. 

5). Like other tranquilizers Trilafon can 
obviate the need for hospitalization in many 
patients, permit the treatment of more psy- 
chiatric patients in general hospitals, shorten 
hospital stay, accelerate recovery from cer- 
tain psychiatric illnesses, and reduce the cost 
of psychiatric treatment for the patient. 


Author’s Note: The Trilafon used in this study 
was supplied by Schering Corporation, Bloomfield, 
New Jersey. 
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Historical Considerations in the Science of Psychiatry — 


ERNEST HARMS 


Students of the history of science must 
wonder why in the field of psychiatry there 
seems to be so little interest in the facts and 
opinions gathered during the two hundred 
years of its development. The opinions and 
achievements of Rush, Pinel, Reil, Heinroth, 
Maudsley, Kraepelin and Bleuler, as exam- 
ples, are rarely quoted. Little other than 
the names of these masters in early psychi- 
atric work is known. We are told that the 
opinions of these men have hardly any rela- 
tionship to the present interests and prob- 
lems in psychiatric work. In a more de- 
tailed survey the history of this field presents 
itself as a rather unorganized flow of events 
and opinions with little contemporary value. 
If we attempt to discover a reason for this 
dissociation of thought we become impressed 
by the degree in which contradiction in the- 
ory, which indeed often acts as a stimulant 


to the activity and growth of human scien- 
tific thinking, has been so much a part of the 
history of the science devoted to aiding dis- 
turbed human minds. 

One of the few reliable historical surveys 
we have of psychiatry, Emil Kraepelin’s 
Hundred Years of Psychaitry,' published in 
1918, emphasizes the conflicting develop- 
ments of the field. Psychiatry has been 
torn between the extremes of being a physi- 
cal (neurological) science and a psychologi- 
cal (mental) science. Kraepelin, who is ac- 
knowledged as the originator of a systematic 
empirical psychiatry, claimed that the actual 
start of scientific psychiatry began at the 
beginning of the 19th century, when German 
writers like Reil? and Neuman‘ first rejected 
the earlier purely physiological concept of 
insanity and of its treatment with physical 
methods. They suggested that such methods 
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be replaced by psychological and educa- 
tional procedures. This was the beginning 
of what American psychiatrists like Wil- 
liam A. White‘ called medical psychology. 

However, this 19th century “psychologi- 
cal” period of psychiatry, carried to its 
heights by Heinroth’ and Beneke’® and others 
ended abruptly in about 1830 when a basic 
change in general scientific attitudes took 
place. This change was considered, in the 
field of normal psychology, as ‘psychology 
without a soul.” It was the period in which 
attempts to apply physical measurements 
to psychological phenomena were initiated 
by Helmholtz and Fechner. In the field of 
abnormal psychology, it meant a swing away 
from what was termed the “psychologistic 
mysticism” of the early part of the 19th cen- 
tury and a return to a physiological concept 
of insanity. This new reversal in psychia- 
tric development led to the revival of physi- 
cal and chemical treatment methods and the 
rejection of purely psychological approaches. 
During this period what is now known in the 
western world as neuro-psychiatry***° de- 
veloped. A third swing occurred at the end 
of the 19th century when Bernheim" and 
Charcot’? returned to the realization that 
major forms of insanity could not be treated 
by physiological methods but could be un- 
derstood and treated only by a psychological 
or mental approach. These three revolu- 
tions, then, characterize definite psychiatric 
trends during the 19th century: psychologi- 
cal, physiological, and a return to a psycho- 
logical orientation. 

Freud, Jung, Adler, Dubois and Janet found 
themselves in the midst of this trend. Aca- 
demic psychiatry as represented by Krae- 
pelin’* and Bleuler™ also followed this path. 
It is this classical period of psychological 
psychiatry which still has its influence. Al- 
most two decades ago, however, the second 
generation of psychoanalysts, rather than 
developing and expanding the first rudimen- 
tary lines of systematic psychoanalytical 
therapy, dogmatized the given pattern into 
a rigid therapeutic form. The distrust re- 
sulting from this move reverse the pendu- 
lum, and a new physiological concept of psy- 
chiatry again appeared with its consequent 
physiological therapies. These techniques 


now encompass electro and chemical shock 
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treatments, brain surgery, and the consider- 
able number of pharmaceutical products 
through which we hope to control or cure 
the mentally ill, Possibly in another two 
decades the earlier psycholgoical concepts of 
psychiatry, including psychoanalysis, will be 
condemned as_ psychological charlatanry. 
The start of this is evident in disputes be- 
tween psychologists and psychiatrists as 
they demarcate spheres in the practice of 
psychotherapy.”* 

When Kraepelin wrote his treatise,’ he 
remarked that it was unfortunate that psy- 
chiatry in its psychological form as he saw 
it took almost one hundred years to develop 
a systematic, organized science and a prac- 
tical form of treatment. Kraepelin did not 
realize that he stood on one side of the de- 
velopmental pendulum which was then start- 
ing to return to the opposite point. But 
Kraepelin himself rejected the most far- 
reaching worker along his own lines, Sig- 
mund Freud, who, in his psychoanalysis of- 
fered the first organized treatment. A his- 
torical survey of this field, then, can create 
an awareness of the strange two-fold devel- 
opment which has taken place among those 
anxious to aid mankind professionally in 
curing its mentally ill. If these separate 
and opposing trends in the history of psy- 
chiatry can be properly evaluated there will 
probably be less hostility toward those who 
oppose current tendencies, and more willing- 
ness to search for achievements from both 
ends of the pendulum’s arc. 

The psychiatrist, understanding what has 
been presented, will have an organized view 
of the development of his field and an un- 
derstanding of the basic dynamics of its 
growth. It may not, however, justify his 
reading psychiatric literature written one 
hundred and fifty years ago. What can he 
gain from such a study that is useful in his 
own work? This is a realistic question for 
the present day medical worker, and I would 
like to demonstrate with a realistic example 
that such historical study can help even the 
worker who feels himself a member of the 
“avant-garde” of psychiatry. 

In a recent paper’ I outlined the limits 
in the knowledge of electroshock therapy of 
those who apply it daily. According to the 
the knowledge of the majority of therapists 
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who use this form of treatment and also to 
the few general reports" on it, this is a rela- 
tively new method, discovered not earlier 
than 1938 in an Italian research institution."* 
Before this time, no major American psy- 
chiatric worker acknowledged electrotherapy 
as a psychiatric technique, let alone as an 
important one. However, the report about 
the Italian discovery was not entirely cor- 
rect, for electrotherapy had been in use in 
Europe during the 19th century. Its use as 
a therapeutic agent was reported as early as 
1755."* The interesting aspect of this therapy 
is that the history of the development of 
electrotherapy coincides with the general de- 
velopment of psychiatry. Electrotherapy 
was widely used during the latter half of 
the 18th century until the psychological pe- 
riod of psychiatry started at the beginning 
of the 19th century, when interest in all 
physical methods was pushed to the back- 
ground. The earliest applications of electro- 
therapy had been the use of an unmeas- 
ured electrical current. This became unsat- 
isfactory the more “‘sensitive one became to- 
wards psychological effects.’”’ During the 
first decades of the 19th century electro- 
physics became a more accurate science. Gal- 
vanic electricity was distinguished from fe- 
radic electricity and more knowledge about 
electrical measurement was discovered. At 
the point when the pendulum of psychiatric 
development swung from the psychological 
to the physiological, electrotherapy again 
came to the foreground. The extent of its 
development is indicated by the great 
amount of literature*’*'****-** devoted to it. 
In some countries like Italy, electrotherapy 
was so deeply entrenched that it survived as 
a Clinical method during the period of ana- 
lytical psychiatry. “Discovered” as some- 
thing new by America after one specific ex- 
ample of its use, it is now a major physio- 
therapeutical method in the new anti-psy- 
chological period. 

Those who apply this “new” electroshock 
method confess, however, that they actually 
know nothing about its scientific background 
or the relationship of electricity to the hu- 
man nervous system in general, or to path- 
ological conditions in particular. Their only 
knowledge is that it has been proven suc- 
cessful in certain cases and for this reason 
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it is now applied as a mass method. There 
have been many objections to this treat- 
ment because electroshock frequently has 
had more negative than positive effects, and 
because experimental data regarding its lim- 
itations are lacking. During the earlier pe- 
riod of electrotherapy much acceptable 
knowledge of the background of electrother- 
apy had been established. In particular, a 
German psychiatrist Rudolph Arndt® had 
written a treatise which answers many fun- 
damental questions and which may open 
channels for modern thinking on the cause 
and effect relationships of electricity and the 
human nervous system. It gives a sound, 
scientific background. It would actually 
mean the scientific consolidation of the en- 
tire electroshock method as a major psychi- 
atric technique. 

I have used electrotherapy as an example 
of the importance of a solid historical back- 
ground in the development of psychiatry; 
the importance given today to electroshock 
techniques makes the need for this knowl- 
edge compelling. There are a great number 
of similar problem areas which would equally 
profit from historical study. Instead of iso- 
lated methods we would gain solid techniques 
slowly and firmly. 
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Book Reviews 


EPILEPSY—Grand Mal, Petit Mal, Convulsions. Le- 
titia Fairfield, C.B.E., M.D., D.P.H. Philosophical 
Library, Inc. 159 pp. $4.75. 


This is a good little book. It is intended pri- 
marily for the general public and summarizes ex- 
actly what is known about the various forms of the 
disease and what treatments are available. It is 
full of sound and practical advice on handling all 
aspects of the problem—the patient’s difficulties, the 
parents’ fears, guilt and anxieties, the school’s prob- 
lems, the employer’s fears, and the general pub- 
lic’s superstitions. 

There is a brief section on epilepsy and the law. 
The book closes with a quiz on epilepsy wherein 
are answered the most common questions asked by 
the patient with epileptic symptoms. The book is 
written simply and intelligibly. It should be par- 
ticularly useful to the epileptic and those closely 
associated with him and his illness. 

Chester F. Cullen, M.D. 


YEARBOOK OF NEUROLOGY, PSYCHIATRY AND 
NEUROSURGERY. Edited by Roland P. Mackay, 
M.D., et al. Cloth. Pp. 596. $7.00. Yearbook Pub- 
lishers, Inc., 200 East Illinois Street, Chicago, Ill. 
1957. 


Although editorially the 1956-57 Yearbook’s com- 
pilers have suggested that no startling develop- 
ments have taken place during the past year, the 
book includes clinical abstracts of analysis and find- 
ings at necropsy which appear to have abolished the 
concept of Oppenheim’s Amyotonia Congenita as a 
clinical entity and adverts to a merging with and 
undistinguishableness from Werdnig Hoffmann in- 
fantile spinal muscular atrophy ascribable as a re- 
cessive Mendelian trait, where other than the be- 
nign or abortive forms carry a grave prognosis. 


With the advent of growth of interest in cere- 
bral vascular disturbances the subject has been 
given considerable emphasis, from the multiple 
standpoints of vasodilating agents, cerebral stimu- 
lants and depressants, anticoagulants, hypotensive 
agents and rehabilitative measures; and their sev- 
eral indications have been pointed out. The great 
handicap in treating cerebro-vascular occlusion has 
not been minimized and all controversial evaluations 
of therapeutic agents directed primarily toward the 
effort at prevention of progression and recurrence 
of further brain pathology, are reported. 

As there is a great need for more precise knowledge 
of the meaning of the EEG in terms of neural func- 
tion, since most of our knowledge of these tracings 
is but empiric, the problems—of the structural 
spread of epileptic discharge and methodology of 
its march through the neuronal network, as well as 
the current research studies of the intimate neuro- 
physiology of the convulsive seizures, respecting 
cerebral reaction to trauma, pressure, ischemia or 
infection—are instructively assessed. 

Following through, the book in its remaining sec- 
tions, reflects the current, most salient clinical re- 
ports and researches abstracted from the literature 
during 1956-57 in respect of psychopharmacology, 
psychophysiology, as well as the contributions of 
Freudian psychology and social science. The Year- 
book concludes with a current review of psychosur- 
gical techniques, procedures, and their statistical 
evaluations of good and bad results of patients’ 
post-operative personality changes. 

As in previous years, this editicn continues to 
present in concise form, a current summarization of 
the literature on the researches and objectives ad- 
vanced in the disciplines of neurology and psychi- 
atry. 


Lewis J. Siegal, M.D., LL.B. 
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For the treatment of 
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Medical Director Psychiatric Methods. 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. Each 
patient is under daily psychiatric and medical supervision. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport, CApital 7-5105 


GEORGE S. HUGHES, M.D. ROBERT ISENMAN, M.D. 

LEO H. BERMAN, M.D. JOHN D. MARSHALL, JR., M.D. 

ALFRED BERL, M.D. PETER P. BARBARA, PH.D. 

LOUIS J. MICHEELS, M.D. HEIDE F. and SAMUEL BERNARD, Administration 


New York Office: 46 East 73rd Street — LEhigh 5-5155 


GARCEAU 

ELECTROENCEPHALOGRAPHS 
EIGHT-CHANNEL No Batteries - A. C. Operated 
GARCEAU EEG Inkless Writing - Require No 

Dimensions: Shielding - Shipped Ready to Run JUNIOR GARCEAU 
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Founded 1879 


Eight Miles from Boston 
For the study, care, and treatment of emotional, mental, personality, and habit disorders. 
On a foundation of dynamic poyehomnerary. all other a therapies are used as indicated. 
Cottage accommodations meet varied individual needs. ted facilities for the continued care 
of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M.D. CHARLES E. WHITE, M.D. 
Direetor Assistant Director 
ARLINGTON HEIGHTS 
MASSACHUSETTS 
Mission 8-0081 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 
trained personnel. 


OCONOMOWOC, WISCONSIN 
PHONE LOGAN 17-5535 


OWEN OTTO, M.D. EUGENE FRANK, M.D. LEROY A. WAUCK, PH.D. 
Medical Director LOUIS J. PTACEK, M.D. Clinical Psychologist 
LOREN J. DRISCOLL, M.D. 


FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry. 


OSCAR ROZETT, M.D. THOMAS P. PROUT, Jr. 
Medical Director Administrator 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue WHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases both for in-patients and out-pa- 
tients—stressing a homelike environment -“‘th separate building units and special cottages—air- 


conditioned. 
A complete neuropsycniatric di ostic a. treatment center including a department of psychol- 


ogy—encephalography—clinical boratory and X-ray—psychotherapy—electroshock and insulin 
coma therapy, as well as psycho-surgery. A new geriatric unit has just been added. 


Arthur J. Schwenkenberg, M.D. 


JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 
JACKSON H. SPEEGLE, M.D. 
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GLENSIDE HOSPITAL 


FOUNDED 1909 


Located in an attractive rural setting in the heart of Boston for the care of nervous, 
mental and geriatric disorders, alcoholism and drug addiction. 


The new Ordway Therapy Unit includes the most modern electrotherapy equipment. 


Anesthesia by the Hand-Auden Associates and trained personnel available to cour- 
tesy staff. 


DORIS M. HORWOOD, Superintendent 
RUTH M. CROSSFIELD, M.D., Medical Director 


6 PARLEY VALE, JAMAICA PLAIN, MASS. 
JAMAICA 4-0044 RATES MINIMAL 


HILLCREST HOSPITAL st. 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


Dr. Joseph Epstein 
W : Physicians in Ch 
PINE 00D Dr. Louis Wender 
DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 


Westchester County Katonah, N. Y. Tel.: Central 2-3155 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 443700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest priate ounseaits in the United States. 
They offer private, individual specialized care to the patient. 


BALDPATE, INC. 


Georgetown, Massachusetts 


BEVERLY HILLS CLINIC AND 
SANITARIUM 


Dallas 11, Texas 


HALL-BROOKE 


Greens Farms, Conn. 


ELMLAWN (The Wilgus Sanitarium) 
Rockford, Illinois 


HILLCREST HOSPITAL 


(formerly The Retreat, Inc.) 
Des Moines 12, Iowa 
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Summit, New Jersey 


PINEWOOD 


Katonah, New York 


FAIRVIEW SANITARIUM 


Chicago, Illinois 


RING SANATORIUM 


Arlington, Massachusetts 


FOREST SANITARIUM 


Des Plaines, Illinois 


ROGERS MEMORIAL HOSPITAL 


Oconomowoc, Wisconsin 


GLENSIDE 


Boston 30, Massachusetts 


ST. CLAIR HOSPITAL 


Detroit 14, Michigan 
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Dubuque, Iowa 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 
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and muscle spasm 
in everyday practice. 


® well suited for prolonged therapy 

® well tolerated, relatively nontoxic 

® no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal 
stuffiness 

® chemically unrelated to phenothiazine 
compounds and rauwolfia 
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® orally effective within 30 minutes 
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RELAXES BOTH MIND AND MUSCLE 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


Miltown 


tranquilizer with muscle-relaxant ‘action 


2-methyl-2-fl-propyl-1,3-propanedio! 
dicarbamate—U.S. Patent 2,724,720 
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